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ONSTITUTING as they do a consid- 
erable proportion of all malignant 
tumors, malignancies of the female 
genitalia occupy an important place in 

medicine. Efforts to unravel the complicated 
skein of etiology, to elucidate pathological evolu- 
tion, and to evaluate the various methods of 
treatment continue unremittingly. It is the pur- 
pose of this review to present the fruits of these 
efforts as they are reflected in the medical litera- 
ture for the year 1936. A large volume of material 
has been covered. A few articles may have been 
overlooked, and a few others omitted, or merely 
mentioned, because their contents duplicate 
information from other articles which has been 
reviewed in some detail. It is hoped that the nec- 
essary quotation of many names will not detract 
from the readability of the review. 

Grouped together in the initial section of the 
review are a number of articles dealing with the 
pathological physiology of malignancy in general, 
and with genital malignancy in particular. The 
contents of these articles are necessarily some- 
what dissociated. Following this are sections on 
cervical carcinoma, carcinoma of the uterine body, 
carcinoma of the ovaries (including special tumors 
like the granulosa-cell tumor and the arrhenoblas- 
toma), carcinoma of the fallopian tubes, and car- 

Part II and the Bibliography will appear in the October issue. 


cinoma of the vulva and vagina. A section is then 
devoted to the rarer forms of genital malignancy, 
such as sarcomas and mesodermal mixed tumors. 
Finally, there is a short section on endometriosis. 
A subsection on the problems of radiation therapy, 
with particular reference to the morbidity and 
mortality, is included in the section on cervical 
carcinoma. 


PATHOLOGICAL PHYSIOLOGY 


The possible relationship between the growth 
of tumors and the endocrine system is receiving 
considerable attention. Working with a rat sar- 
coma developed by transplantation of an adeno- 
fibroma through varying environmental condi- 
tions, Emge and Murphy (77) investigated the 
influence on tumor growth of injections of growth 
hormone and of hypophysectomy. The growth 
hormone did not increase the growth propensities 
of two strains of the rat sarcoma. From this 
result, the authors deduce that the hypophysis 
ordinarily works at a speed which cannot be 
augmented. In a group of hypophysectomized 
animals in which the general body growth was 
stunted, the administration of growth hormone 
failed to bring the rate of tumor growth up to 
normal. Hypophysectomy itself caused a varying 
response in tumor growth. In some animals 
growth was retarded. These authors believe that 
the relation between tumor growth and the 
hypophysis is similar to that between somatic 
growth and the hypophysis. In other words, 
tumor cells are no more sensitive to hypophyseal 
influence than ordinary body cells. 

Since the ovary occupies an important place in 
endocrine relationships, Nitta (211) attempted 


177 





178 


to study the effect of the female sex hormone on 
the growth of malignant tumors. Attention is 
first called to the varying results of others. 
Working with rat cancer and with rat sarcoma 
this author compared the rate of tumor growth in 
castrated females with that in non-castrated 
females. Both mature and immature animals 
were used. The rate of growth was definitely 
slower in the castrated animals, alihough this 
was not as marked in the immature as in the 
mature animals. The apparent inhibition started 
almost at once and became intensified with time. 
The experiments were repeated, castration being 
effected only after the tumors had reached a cer- 
tain size. The rate of growth in the castrated 
animals became slower almost at once. The 
effect of the injection of follicle hormone on the 
growth of transplanted tumors was also investi- 
gated. Both castrated and non-castrated animals 
were used. The tumor growth in the animals in- 
jected with follicle hormone was definitely in- 
hibited. The effect was more marked in the 
castrated animals. No conclusions were drawn. 
Nitta thinks that secondary effects may play a 
part in the inhibition. 

Diamant-Berger (68) discusses the close rela- 
tionship of folliculin and carcinogenic agents. He 
mentions that folliculin has been found in tar, a 
common carcinogenic agent, and wonders if the 
carcinogenic property of tar is due to its folliculin 
content. (The chemistry of these substances has 
since been worked out more exactly. The car- 
cinogenic agent in tar, while closely related 
chemically to the female sex hormone and capable 
of producing estrus in animals, is not identical 
with it). Diamant-Berger reports the case of a 
young woman who had received large doses of 
folliculin because of severe menopausal symptoms 
incident to operative ablation of the ovaries and 
later developed a carcinoma of the pancreas. He 
believes that the development of the cancer was 
due to the large doses of folliculin. 

Kutcherenko and Issakhonov (165) also note 
the similarity of folliculin and carcinogenic agents. 
They studied the ovaries in 100 cases from the 
point of view of the possible association of ovarian 
activity and tumor growth. Fewer primordial 
follicles, but more proliferating and atretic 
follicles, were found in the cases in which tumors 
were present, than in the controls. These authors 
wonder if an overproduction of Prolan A was 
responsible for these variations. 

Novak and Yui (216) state that an association 
between hyperestrinism and endometrial hyper- 
plasia has already been established. In their 
article, which is reviewed in more detail in the 
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section on carcinoma of the uterine body, they 
attempt to show that endometrial hyperplasia 
may be a precursor of uterine adenocarcinoma. 
If the suggested sequence is correct, hyper- 
estrinism may well be related to the formation 
of adenocarcinoma of the uterine body. 

These articles express the trend of opinion 
that carcinogenesis and endocrine activity are 
related. It is clear, however, that specific rela- 
tionships of particular hormones to tumor growth 
are far from being definitely established. 

Somewhat different is the line of thought sug- 
gested by the cases exhibiting the association or 
sequence of different tumors in the same indi- 
vidual. The occurrence of truly different tumors 
of the genitalia in the same individual suggests 
the existence of a tumor diathesis. Occasionally, 
confusion may arise because the tumors may all 
be of one general type, e.g., adenocarcinoma. 
When this is the case, the possibility of metastasis 
must be excluded. Usually, the cell picture makes 
this differentiation possible. Counseller and Butsch 
(48) report two cases of double malignant tumors 
of the uterus. One case exhibited the coexistence 
of a squamous-cell carcinoma of the cervix and an 
adenocarcinoma of the uterine body. The second 
case presented adenocarcinomas of both the cervix 
and the uterine body, the component cells of 
which were quite different. Yun (284) describes 
an interesting case in which carcinomas of the 
uterine fundus, the cervix, and the stomach, and 
an ovarian cyst developed at intervals of a few 
years. The carcinomas were all of the glandular 
type, but because of the difference in the cells, the 
author thinks that each was a primary growth. 
Grieco (120) reports a case in which both cancer 
of the uterine body and bilateral ovarian fibromas 
were found, and discusses the cause and patho- 
genesis. He believes that such occurrences are 
due to a blastomatous diathesis. A few other cases 
of multiple tumors in the same individual which 
were reported from different points of view are 
recorded in the appropriate sections. 

Fujita (97) determined the daily quantity and 
the total nitrogen content of the urine excreted 
by patients with uterine carcinoma. Nineteen 
women with early carcinoma, 8 with marked car- 
cinomatous invasion; 12 healthy women; and 3 
women with fibroids and ovarian cysts were 
studied. The quantity of urine and the total 
nitrogen were reduced in the women with car- 
cinoma, the reduction being proportionate to the 
degree of invasion. The author regards these 
findings as evidences of disturbance in the general 
metabolism incident to cancer, rather than the 
result of the cancer per se. Fujita (98) also deter- 
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mined the urea nitrogen, ammonia nitrogen, 
amino-acid nitrogen, uric-acid nitrogen, creatinin 
nitrogen, and the total phosphoric acid in the 
urine of patients with uterine cancer. These also 
were reduced in proportion to the degree of car- 
cinomatous invasion. These changes signify a 
decrease in the decomposition and oxidation in 
the body of the patient with cancer. When the 
growths were sufficiently advanced to cause a 
disturbance in the liver function, there was a drop 
in the ratio of the urea-nitrogen to the total 
nitrogen, and an increase in the ratio of the 
ammonia nitrogen to the total nitrogen consistent 
with the explanation given above. 

Fujita (99) found also that the total nitrogen 
was much greater after radical operation than in 
the controls. This he attributes to the increased 
proteolysis incident to traumatism, anemic nec- 
rosis, inflammation, and the accumulation and 
decomposition of secretions at the operative site. 
He (100) found similar increases in the urea 
nitrogen, ammonia nitrogen, amino-acid nitrogen, 
and the phosphoric acid of patients who had been 
operated upon. After roentgen radiation, this 
author (101) found that all of the nitrogenous ele- 
ments had decreased. As more treatment was 
given, they gradually increased again. 

Bowman and Pitts (26) made studies of the 
calcium and phosphorus content of the blood, as 
well as of the basal metabolic rate and the urinary 
pH, in 50 women with malignancy and 26 without. 
Average values are given, and show little varia- 
tion. The authors conclude that there is no change 
in the calcium and phosphorus metabolism in 
malignancy that is not related to changes in the 
phosphorus content of the body fluids caused by 
malnutrition, cachexia, and chronic loss of albu- 
min. 

Hori and Esaki (146) describe their experiences 
in culturing im vitro cancer cells obtained from the 
cervix and invaded lymphatic glands. The latter 
gave the best results. The authors obtained 
positive results in 10 of 23 cases. After forty- 
eight hours the cells began to liquefy and degen- 
erate. The cells are described. 

Castro Sthel (37) describes the Botelho reac- 
tion for the diagnosis of cancer. The reaction de- 
pends upon the hypothesis that there are many 
cell remnants and cells with a high glycogen con- 
tent in the blood of cancer patients which will 
react with iodine in a suitable solution. To the 
blood serum of the patient in question, nitric 
acid and then a special iodine solution is added. 
If the solution remains clear enough so that the 
filaments of an electric light bulb can be dis- 
tinguished through it when the tube is held up to 
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the light, the reaction is negative. If the solution 
is so cloudy that the filaments cannot be dis- 
tinguished, the reaction is positive and cancer is 
present. The exact technique of the test is given. 
A correct diagnosis was made in go per cent of 20 
cases in which histological corroboration was 
possible. In roo pregnant women, there were four 
positive tests. 

Yazima (282) reports his investigation of the 
“indigestion” seen frequently in cases of uterine 
cancer, and its variations due to radiation. 
Twenty-two cases with inoperable growth were 
studied before and after radiation. Hypo-acidity 
was found more frequently than hyperacidity, 
but no characteristic curve could be established. 
The author thinks that intoxication due to cancer 
toxin is responsible for the disturbance in the gas- 
tric secretion, and conjectures that the acid-secret- 
ing ability of the gland cells is depressed. With im- 
provement in the general health following radia- 
tion, the amount of secretion and its acidity 
increase. When the patients get worse, the 
amount of secretion and the acidity decrease 
again. The original variations in pepsin and 
chlorine were influenced only slightly or not at 
all by radiation. 

Masson and Montgomery (190) report 13 cases 
of acanthosis nigricans. Five occurred in young 
people and 8 in adults. The authors comment 
upon the frequent association of this condition 
with abdominal malignancy. In four of the adult 
cases, an abdominal malignancy was present. Of 
218 cases gathered from the literature, 10 were 
associated with pelvic malignancy, and 58 with 
stomach cancer. Acanthosis nigricans is asso- 
ciated with abdominal malignancy in from 75 to 
80 per cent of the patients more than forty years 
old. Histologically the following changes may 
be noted: (1) relative and absolute hyperkeratosis, 
(2) marked irregular acanthosis, (3) the formation 
of narrow, elongated, papillary bodies, (4) dense 
melanin pigmentation of the basal cells of the 
epidermis, and (5) the occurrence of chromo- 
phores laden with pigment in the papillary bodies. 
Deep pigmentation of the axilla, neck, and exter- 
nal genitalia occurs in that order. Marked 
verrucous, papillomatous, and hyperkeratotic 
changes may occur. The cause of the condition 
is thought to be the pressure of the tumor upon 
the chromaffin system. 

A short note by Lazarus-Barlow (170) extols 
the virtue of the Friedman test in the diagnosis 
and management of cases of hydatidiform mole 
and chorionepithelioma. Four cases are cited. 
A persistent positive test, an increasing one, or a 
recurrent one signify that living chorionic tissue 
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is still present. A positive test with highly 
diluted urine often confirms a diagnosis of hyda- 
tidiform mole or chorionepithelioma. Not many 
moles become malignant, but when one does, it is 
naturally important that the fact be known as 
soon as possible. Repeated Friedman tests fur- 
nish a very useful and reliable means of determin- 
ing this fact. 


CARCINOMA OF THE UTERINE CERVIX 


Etiology and Pathology. No very startling 
information regarding the etiology is available in 
the literature for the year 1936. The opinion 
that cervical lacerations and chronic cervicitis 
incident to childbearing play an important réle 
is reflected by the statements of Findley (91, 92), 
Jones (151), Schreiner and Wehr (250), Dickinson 
(69), Urlich (271), and others. This opinion is 
based, of course, upon the fact that the majority 
of cases of cervical cancer are seen in women who 
have had children, and upon the well known fact 
that chronic irritation predisposes to the develop- 
ment of cancer. In this connection Urlich reports 
three cases of cervical cancer occurring in nul- 
liparous women all of whom had been subjected 
to some form of operative trauma to the cervix 
years before. He wonders if previous operative 
trauma occasionally causes cancer. 

Of considerable interest from the etiological 
standpoint are the metaplasias and hyperplasias 
of the cervical mucosa. Leucoplakia is a hyper- 
plastic condition definitely considered by some 
to be precancerous. Hinselmann (139), Schiller 
(241) and Laffont, Montpellier and Laffargue 
(167) are of this opinion, as well as many others. 
The last three authors report Hinselmann’s 
experience with six cases, histologically verified 
as leucoplakia in 1926, four of which developed 
into cancer before 1930. These authors charac- 
terize leucoplakia as a condition which entails (1) 
complete epidermization of the mucous cells with 
the appearance of a stratum granulosum repro- 
ducing true epidermis; (2) hyperacanthosis with 
penetration of the stroma by more or less irregular 
epithelial projections; and (3) inflammatory reac- 
tion in the stroma. If this lesion is truly precan- 
cerous it is of tremendous clinical significance 
because it can be diagnosed by the use of the 
colposcope, the Schiller iodine test, or sometimes 
by naked-eye examination. Laffont, Montpellier, 
and Laffargue believe, however, that this lesion 
is frequently confused with metaplastic states of 
the cervix which are regressive and not likely to 
become malignant. These authors report at some 
length the varieties of the metaplastic and hyper- 
plastic states of the cervix, making certain 


artificial subdivisions which are rather difficult to 
follow in spite of the numerous microphotographs 
illustrating their descriptions. They believe that 
of the various epithelial alterations, hyperacan- 
thosis is the most specifically precancerous. This 
report serves particularly to emphasize the benign 
character of the ordinary metaplasia or epider- 
mization seen so frequently. 

The report of Hisaw and Lendrum (143) on 
the effect of estrin administration in monkeys is 
worthy of mention because of the recent theories 
regarding the carcinogenic qualities of estrogenic 
substances. By prolonged estrin administration 
to monkeys the authors produced a condition of 
squamous metaplasia in the cervix which “re- 
sembled beginning malignancy in the human.” 
This work confirmed the findings of Overholser 
and Allen and Engle and Smith. They were 
unable, however, to produce the metaplasia by 
stimulation of the animal’s own ovaries by the 
administration of anterior pituitary preparations. 
They found further that progestin administration 
inhibited the metaplasia formation. While experi- 
ments of this nature cannot as yet be translated 
into human terms, they may mean that investiga- 
tors are at last working along promising lines. 

The pathological evolution of cervical carcinoma 
is illustrated by a number of reports. It is well 
known that cervical cancer first tends to invade 
the adjacent mucous membrane of the vagina, 
gradually obliterating the fornices. When the 
growth bursts the bounds of the cervix it usually 
spreads laterally into the parametrium, either by 
direct invasion or through the lymphatics. Of 
course, it may occasionally metastasize to the 
neighboring lymph glands before much local 
spread has taken place. Spread to the uterine 
fundus, the bladder, and the rectum are com- 
monly late events. The blood stream is usually 
invaded late in the disease also, thus distant 
metastases are not common. The tendency 
toward parametrial invasion is well illustrated by 
Pearson’s (220) report dealing with the factors 
causing death in cervical carcinoma. This author 
studied 57 consecutive cases in which autopsy 
examinations were performed. The most con- 
stant finding was stricture of the ureters, due to 
parametrial invasion, with consequent hydro- 
nephrosis and hydro-ureters, which occurred in 
75 per cent of the cases. Both ureters were 
involved in 30 cases. Drexler (73) studied 27 
consecutive autopsies upon women dying of cer- 
vical cancer. Ureteral obstruction and associated 
pathology were found in 22. Graves, Kick- 
ham and Nathanson (118) investigated 257 cases 
of cervical cancer from the point of view of 
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ureteral obstruction. This study included 87 
autopsy examinations, 79.3 per cent of which 
showed obstructions of this nature. The remain- 
der of the findings were based upon pyelography, 
blood chemistry, and phenosulphonphthalein tests, 
and showed a high proportion of ureteral obstruc- 
tions. These authors and Drexler believe that 
much can be done to relieve pain and discomfort 
by ureteral dilatation, nephrostomy, ureteros- 
tomy, or nephrectomy, depending upon the cir- 
cumstances, and therefore all cases should be 
studied urologically. The results of these reports 
support those of previous autopsy studies and 
emphasize especially the tremendous importance 
of parametrial spread. 

Attempts to estimate the frequency with which 
metastasis occurs in the regional glands have 
often been made in the past. This pathological 
behavior of cervical carcinoma is of great signifi- 
cance in view of its bearing upon the prognosis. 
Pearson found local pelvic metastases in 59 per 
cent of the women dying of the disease. Taussig 
(264) has operated upon 46 borderline cases in 
Stage 2 and found the regional glands to be 
involved in 15. Schlink and Chapman (243) 


found the glands to be involved in 19 (21.3 per 
cent) of 89 patients who were operated upon. 
Bonney (23) found the regional glands to be car- 
cinomatous in 42 per cent of the cases which were 
operated. While the parametrial invasion is more 
likely to cause death, glandular invasion is 


important because it may prevent cure even 
when the local growth has responded to treat- 
ment. An interesting type of glandular invasion 
is that reported by both Gricouroff (119) and 
Michel-Béchet (199), in which the metastasis 
was glandular while the original growth was 
squamous-celled. Gricouroff notes the benign 
appearance of the deposits, and states that 
Wertheim’s observations seem to confirm this 
idea. The latter observer found lymph nodes 
containing glandular inclusions in 48 of 500 
operated cases. Wertheim believed that they 
had no connection with the cervical cancer, 
because of the subsequent course of these cases. 
Of 41 patients with true squamous-cell lymph- 
node involvement only 5 were alive after 5 years, 
while of 21 with glandular inclusions in the 
lymph nodes 18 were alive after 5 years. The 
inclusions have been attributed to Wolffian 
remnants, metaplasia of the lymphatic sinus 
endothelium, and endometriosis. Gricouroff 
favors the endometriosis theory. 

Notes on special features of the local spread 
of cancer may be found in the reports of Eichen- 
berg (76), and Guenschmann (124). The former 
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describes six cases in which the cancer spread 
superficially to the vaginal mucosa. The possible 
modes of spread are described. Spread may occur 
by the superficial growth of the cancer from the 
borders of the cervical lesion; through the medium 
of outrunners invading the subepithelial lympha- 
tics, in which case the mucosa may remain intact; 
or by direct invasion of the deeper connective 
tissue. When the vagina has been invaded, treat- 
ment by radiation is difficult because of the danger 
of producing a fistula. Radical operation is 
recommended if the parametrium remains unin- 
volved. Guenschmann points out that the blad- 
der is invaded by cervical cancer rather infre- 
quently. When the bladder is involved it is 
usually by means of lymphatic spread. This 
author describes the invasion of the bladder base 
and the trigone, and the results of submucosal 
spread. The latter type of spread is manifested 
by up-raisings of the mucosa with hemorrhage, 
bullous edema, ulceration, and necrosis. These 
changes may eventuate in fistulas. 

By far the largest number of cervical car- 
cinomas are composed of epidermoid or squamous 
cells and probably arise at the junction of the 
squamous and columnar cell linings. A small per- 
centage arise within the canal itself and are made 
up of columnar cells. These are ordinarily desig- 
nated as adenocarcinomas. Leroux and Millot 
(175) distinguish carcinomas arising in the 
cervical canal from those of exocervical origin, 
and describe a number of histological types of the 
former. Of 1,511 uterine cancers 84 (5 per cent) 
were endocervical in origin. These 84 are divided 
into four broad histological groups. The first 
group includes all cancers, the predominant cell 
of which is cylindrical or columnar; these cancers 
are subdivided into vegetative and canalicular 
cancers, and those without architecture. The 
second group is termed malpighian cancer. These 
tumors differ from squamous cancer of exocervical 
origin in that the malpighian cells surround the 
glands which retain their shapes and columnar 
cell linings. The third group is called undiffer- 
entiated cancer. The component cells are mid- 
way between malpighian and cylindrical cells, 
and manifest characteristics of each type. The 
fourth group includes complex epitheliomas in 
which glandular elements border epidermoid 
elements. Clinically, these authors were unable 
to differentiate between cylindrical and squamous- 
cell growths. These growths are of slow local 
evolution, like corpus cancer; they are slow to 
metastasize; and usually appear as surface vegeta- 
tion. From the point of view of radiation therapy 
the authors believe that cylindrical-cell cancers 
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carry no worse prognosis than others. In America 
the growths described are grouped together under 
the single heading adenocarcinoma of the cervix. 
In a collected series of 9,509 cervical cancers, 
Norris (213) reports the incidence of adenocar- 
cinoma to be 5.7 per cent. He agrees with the 
opinion stated previously that clinically cervical 
adenocarcinomas are indistinguishable from squa- 
mous-cell cancers. Norris describes a number of 
histological divisions revealed in the literature, 
some of which fit in roughly with those of Leroux 
and Millot. Adenocarcinomas have also been 
divided by various authorities into ripe, partially- 
ripe, and unripe forms; into highly differentiated 
and slightly differentiated forms; and intoadenoma 
malignum and true adenocarcinoma forms. Norris 
believes that mitosis is the most important single 
index of the degree of malignancy, and is in agree- 
ment with Leroux and Millot that these growths 
are no less sensitive to radiation than squamous- 
cell cancers. The details regarding age, symp- 
toms, race, and marital status are given in 43 cases. 
Four (12.9 per cent) of the 31 patients treated 
more than five years ago remain alive and well. 
For a long time now efforts have been made to 
correlate the various histological forms of cancer 
with the degree of malignancy and radiosensi- 
tivity. Tumors composed of highly differentiated 
cells, that is, those approaching the well developed 
adult form, have been considered of low malig- 
nancy and the most resistant to radiation. At the 
other end of the scale, tumors consisting of cells 
which are only slightly differentiated, or approach 
the embryonic form, have been considered to be 
rapidly growing, highly malignant, and the most 
susceptible to radiation. If these concepts were 
correct they would naturally be of tremendous 
value in the determination of the treatment and 
prognosis. Articles bearing on this question were 
published in 1936 by Norris (212), Hausding 
(129), Proust and Parat (228), Auer (9g), Medol- 
skaja (196), and Ossinskaja (218). It is hardly 
necessary to give the details of each. All of the 
authors believe that it is practically impossible to 
correlate cellular differentiation and radiosensi- 
tivity. Norris lists the important factors bearing 
directly or indirectly on this relationship such as, 
the size and shape of the neoplasm, its blood 
supply, the general condition of the patient, the 
fact that the histological picture may vary from 
microscopic field to microscopic field, and the 
fact that the histological make-up may change. 
When one takes these factors into consideration, 
it is amply clear that it is possible for morpho- 
logically similar growths to vary markedly in 
response to radiation. Various comparisons are 


made by Norris and by Hausding in attempts to 
correlate radiosensitivity with anaplasia. The 
results are far from conclusive. Both of these 
observers believe, however, that the mitosis 
content has some significance, that those growths 
containing large numbers of mitoses are the most 
sensitive. Norris found almost twice as many 
mitoses per 100 oil immersion fields in a group oi 
66 patients with Stage 3 cervical cancers who 
survived for five years, as in an equally large 
group of patients with Stage 1 cervical cancers who 
died within one year of treatment. Proust and 
Parat believe that the picture in the basal or ger- 
minative layers is of much greater significance 
than that seen in the more superficial layers. 
Wamberskij (275) attempts, unsuccessfully, to 
analyze factors, such as the age of the patient, her 
age at the menarche, and at the menopause, from 
the point of view of prognosis. Ossinskaja (218) 
found in five cases that the histological picture 
of the recurrence sometimes showed a greater and 
sometimes a lesser degree of differentiation than 
that of the parent tumor. 

Wohlwill (280) reports his investigation of the 
stroma in 100 cases of cervical carcinoma. The 
character of the cellular infiltration and the retic- 
ular substance varied markedly. All kinds of in- 
flammatory cells were found. The admixture 
sometimes represented a true granulation tissue. 
Sometimes one type of cell predominated. In 
one case lymphocytes predominated to such an 
extent that the picture of typical lymphatic 
tissue presented. The author points out that it 
would be easy to mistake such a picture for a 
mixed tumor composed of coexistent carcinoma 
and lymphosarcoma. Relationships between 
specific carcinoma forms and specific stromal reac- 
tions could not be established. In the light of this 
work Wohlwill concludes that his original belief 
that different kinds of stromal reactions reflect 
differences in the prognosis is no longer tenable. 
‘Scipiades (251) studied the elastic-tissue elements 
in cancerous cervices, and found that there is a 
partial or total disappearance of these elements 
proportionate to the amount of accompanying 
inflammatory reaction. 

Strauss (258) reports a case of cervical car- 
cinoma in a seventy-six-year-old woman with 
uterine prolapse. He comments upon the rarity 
of this condition and states that probably not 
over 70 cases have been noted in the literature. 
Cureleanu (50) reports a case of coexistent cervical 
carcinoma and a dermoid cyst of the left ovary. 
This is an extremely rare association. Cervical 
carcinoma exists in conjunction with ovarian 
cysts in general in about two per cent of the cases, 
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and with dermoids about 33 times less often. 
Cureleanu takes occasion to comment upon the 
difficulties in diagnosis presented by such cases 
and discusses the possible association of the 
upset endocrine equilibrium provoked by the 
appearance of a dermoid with the appearance of 
the cervical cancer. 

While cervical carcinoma is typically a disease 
of the premenopausal and menopausal eras, it 
occasionally occurs in much younger women. 
Neill (210) reports 86 cases in women younger 
than 30 years from the Kelly Hospital in Balti- 
more. Thirty were operable and 56 were inoper- 
able. Of the 30 operable patients 17 were operated 
upon with no five-year survivals, and 13 were 
radiated with 4 five-year cures. Neill concludes 
that the prognosis in young women is particularly 
bad. Ludwig (181) reports a case of cervical 
carcinoma in a girl of sixteen. He states that the 
literature contains 6 cases occurring in children 
from six months to sixteen years of age, and 7 
cases in girls from sixteen to twenty years old. 

The coincidence of carcinoma of the cervix and 
pregnancy is a rather rare one. Baer (10) puts 
the incidence at 1 in 10,000 pregnancies and 
Amico-Roxas (5) noted 2 such cases in a series 
of 452 cervical cancers. The latter author reports 
the 2 cases. The first was treated with radium, 
followed two months later by cesarean section 
and supravaginal hysterectomy. The child 


weighed 2,800 gm. and was in good condition. 


Seven years later the mother was still alive and 
well. The second patient was treated with 
radium in divided doses, and then delivered 
vaginally five weeks later. No serious complica- 
tions were encountered. More radium was given 
three weeks after the delivery. Five months 
later both mother and child were alive and 
well. Amico-Roxas recommends radium in small 
amounts with fractionated doses. Roentgen-ray 
treatment should be avoided as there is more 
chance of harming the fetus. Fagioli (82) reports 
his treatment of cervical carcinoma in pregnancy. 
Baer points out that cancer grows much faster 
when it occurs in the pregnant woman, presum- 
ably because of the increased blood supply. 
Added to the ordinary dangers of cancer are the 
hazards of infection and hemorrhage at the time 
of delivery. Baer also believes in radiation ther- 
apy with radium, but says that radiation in early 
pregnancy kills the fetus and after the period of 
viability produces a large proportion of fetal 
defects. His treatment varies with the stage of 
the pregnancy. If early, the pregnancy is disre- 
garded. If the pregnancy is from four to seven 
months old, minimal radiation is given until the 
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child is viable, at which time a Porro cesarean 
section is performed, which is followed by com- 
plete radiation. If the pregnancy is from seven 
to ten months old, operative removal of the 
child is followed by complete radiation. If the 
lesion is very advanced less effort is made to save 
the child. Baer believes that radium in small 
amounts does not harm the fetus if the head is 
5 cm. from the cervix. No results are reported. 

A rather unusual case of a true cervical preg- 
nancy which simulated a carcinoma is reported 
by Gheorghin and Protopescu-Pake (110). The 
authors believe that all such cases should be 
treated like malignancies. 

Diagnosis. Because the vast majority of cases 
of cervical cancer are advanced when first seen 
and because the results of treatment in these 
advanced cases are so poor, more and more atten- 
tion is being directed toward prevention and early 
diagnosis. The problem is a difficult one because 
cervical cancer is so often relatively advanced by 
the time symptoms appear, and most women and 
some doctors do not appreciate the significance 
of intermenstrual bleeding and foul discharge. 
Martius (186) estimates that about ro per cent 
of the cases become inoperable because of igno- 
rance or delay on the part of the physician. 
Esch (79) states that 49 of 209 patients with 
cervical cancer arrived for treatment two months 
or more after the diagnosis had been made. 
However, as both Esch and Daniel and Movradin 
(57) bring out, when the doctor is at fault it is 
usually because of incomplete or superficial 
investigation, rather than error in diagnosis. 
This state of affairs cannot be blamed on the edu- 
cation that the physician receives because, as 
Berkeley (16) points out, all recognized medical 
schools teach that whenever the symptoms of 
intermenstrual bleeding, excessive menstruation, 
or foul, watery discharge present themselves 
singly or collectively, the patient should be 
examined vaginally both by palpation and inspec- 
tion, and that if any doubt exists a biopsy should 
be taken. For this reason, so far as the physician 
is concerned, it is more a matter of conscientious- 
ness than education. So far as women in general 
are concerned, the problem is one of education. 
This fact is emphasized by the three authors 
quoted, as well as by many others. Berkeley 
urges that the information regarding the signs and 
syptoms of cancer should be propagated by means 
of lectures, leaflets, and exhibitions. Although 
some authorities doubt the value of public ed- 
ucation because of the possible creation of a 
cancerphobia, as Berkeley says, “It is better to 
be nervous than dead!” While the dangerous age 
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lies between thirty-five and fifty years, Martius, 
Esch, and Goldstine (113) point out that this 
disease may occur at almost any age. Of Esch’s 
329 patients 93 were under forty, and 15 were 
under thirty. Adair (1) recommends careful ob- 
servation of women between thirty-five and fifty- 
five years, and Martius believes that all women 
over thirty-five should be examined periodically, 
by means of palpation, the speculum, the colpo- 
scope, and biopsy if necessary. Adair details the 
common symptoms. He brings out that the 
bleeding is often confused with menstruation. 
Late in the disease there may be pain, bladder 
and rectal symptoms, edema due to ureteral 
compression, and the general symptoms of 
malaise, anorexia, and cachexia. 

In the effort to make earlier diagnoses, new 
methods of examination have been established. 
When the disease is well developed, ordinary in- 
spection and palpation are usually sufficient. 
A friable, everting cauliflower mass which bleeds 
easily upon manipulation or a craterous ulcer 
with hard, irregular borders is very characteristic. 
Sometimes, however, there are no characteristic 
changes. The question then becomes how to 
diagnose the condition in its incipient stages. 
Conditions which lead to confusion are chronic 
cervicitis, erosions, ectropion, leucoplakia, and 
cervical polyps. Indeed, Schiller (241) states 
that cancer exists in from one to two per cent of 
apparently normal cervices. In order to help in 
the differentiation of the various conditions, two 
comparatively new methods of examination are 
being used widely; they are the colposcopic 
method developed by Hinselmann and the iodine 
test of Schiller. Hinselmann (139, 140, 141, 142) 
published four articles during 1936 in which he 
urges the use of his instrument. He cites one 
case of an incipient cancer found in a twenty- 
three-year-old girl by the observance of charac- 
teristic coloposcopic changes. In a second article, 
he cites three similar cases. Leip (171), Bucher 
(30), Linspach (178), Kranzfeld (162), Tschamer 
(270), McDevitt (192) and others agree that the 
systematic use of this instrument would bring 
many early growths to light. Kranzfeld points 
out, however, that much experience with this 
instrument is necessary to learn the normal 
variations. Whitish, leucoplakic patches are con- 
sidered suspicious areas. When such exist, a 
biopsy is taken from these locations. 

Schiller (241) describes in detail the develop- 
ment of the iodine test, its rationale and signifi- 
cance. The technique is as follows: the cervix is 
exposed by means of a speculum, and cleaned off 
with cotton; then a sufficient amount of a modified 


Lugol’s solution (iodine 1, potassium iodide 2, 
water 300) to cover the cervix and surrounding 
mucosa completely is poured into the vagina and 
left in contact for five minutes. The solution 
is then sopped up with cotton and the cervix 
observed for staining. Normally, the cervical 
mucosa stains a dark brown, or mahogany color. 
Unstained areas are regarded with suspicion. The 
rationale is that normal mucosal epithelial cells 
contain glycogen and therefore combine with the 
iodine solution to stain brown, whereas cancer cells 
do not contain glycogen and therefore fail to stain. 
Well defined white patches with distinct borders are 
considered characteristic. Unfortunately, staining 
also fails to take place whenever there is a loss of 
mucosa, e.g., an erosion. Under this circumstance, 
the unstained area is reddish, not white, and not 
so well demarcated. Leucoplakic areas also fail 
to stain. Therefore, while a failure to stain does 
not always mean cancer, a biopsy should be made 
of such areas. Schiller has carefully studied the 
histology of a number of such biopsies. He be- 
lieves that this test enables him to diagnose 
malignant changes in the epithelium before the 
stage of invasion. He bases his contention that 
such areas are truly cancerous on the cellular 
changes, such as, the presence of mitoses, irregu- 
larity of the cells, variation in the size of the cells, 
and variation in staining reactions. Schiller 
believes that in order for this test to be of much 
value, the cervices of all women examined should 
be stained with iodine. While practically all of 
those writing on the subject of early diagnosis 
advise the use of Schiller’s test, some are skeptical 
of its value. Goldstine (113) doubts its value and 
believes that biopsy of the suspicious looking 
cervix is the only reliable method of making a 
definite diagnosis. 

The biopsy, of course, remains the court of 
last resort; but it is indeed true that the colpo- 
scope and the iodine test may point out areas for 
biopsy which would not otherwise be suspected. 
Dolff (72) reports that in 89 erosions which 
clinically were regarded as benign, biopsy revealed 
the presence of cancer in 4. This author believes 
that all erosions which remain unhealed fourteen 
days after treatment should be investigated by 
biopsy. The possibility that biopsy may be a 
dangerous procedure in itself has been discussed 
at some length in the past, as some believe that 
it might open up the lymphatics to the spread of 
cancer. The 1936 literature contains only a few 
comments on this point. Goldstine (113) and Dick- 
inson (69) hold that there is little danger in this 
operation. While Berkeley (16) does not discuss 
the question in detail he states that biopsy should 
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be performed only when the operator is prepared 
to institute treatment at once should cancer prove 
to be present. 

Masciottra and Martinez de Hoz (188) discuss 
in detail the differential diagnosis between tuber- 
culosis and cancer of the cervix. 

Findley (91, 92) believes that cancer never 
develops in a normal cervix. Apparently Jones 
(151) and Schreiner and Wehr (250) join him in 
the belief that disease and injury of the cervix 
are factors in the development of cancer. All of 
these authors agree, in some measure at least, that 
cervical cancer may be prevented by proper 
obstetrical and postpartum care, periodic exam- 
ination, the treatment of erosions, repair of 
injured cervices, and cervical resection when 
proper response is not obtained to the simpler 
measures. 

The possibility of malignant changes in cervical 
polyps has been commented upon extensively in 
the past. The removal of such growths with 
microscopic study, especially of the pedicles, has 
come to be considered good practice. Of g1 
cervical polyps investigated by Dolff (72) only 1 
proved to be malignant; 3 showed suspicious 
areas. Geiger (106) reports the findings in thirty- 
two polyps occurring in 2,048 gynecological cases. 
Malignant changes with invasion of the pedicle 
were found in 1 case. Fulconis (102) reports 1 
case of cancer developing in a polyp, which 
resulted in serious hemorrhage. 

Operative Treatment. The treatment of cervical 
carcinoma most generally used is radiation. 
Operation is still employed by a few, but of course 
its applicability is limited by the comparatively 
small number of cases suitable for radical removal. 
Most of the series reported contain a few cases in 
which the radical operation has been performed. 
Bonney (23) reports his experiences with the 
Wertheim operation in 483 cases and describes 
the technique. These cases represented about 63 
per cent of the entire number of cases seen. This 
is a much higher percentage of operable cases 
than is reported in the majority of the series, as 
may be seen by reference to the table of results 
given. This high percentage may be explained by 
the fact that Bonney is well known as a surgeon 
so that more early cases than the average clinic 
is likely to receive are referred to him. It is 
pointed out by Schmitz (246) that operation is 
suitable only for the most favorable cases. The 
only operative procedure permissible in the treat- 
ment of this disease is a radical one. There are 
two important methods, Wertheim’s abdominal 
operation and the vaginal operation of Schauta. 
They both aim to remove the adnexa, the entire 
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uterus and cervix, the parametrial connective 
tissue, and at least the upper portion of the 
vagina, in one piece. In Wertheim’s abdominal 
operation the regional lymph glands are also 
removed. Less radical operations have proved 
worthless. Gal (105) reports 233 uterine cancers 
treated by the vaginal operation with a primary 
mortality of 2.3 per cent. At the Muenster 
Frauenklinik Freisfeld (96) reports that the 
radical vaginal operation is employed for cases 
in Stage 1. This is followed with radium and 
roentgen-ray therapy. Mitra (202) employs the 
same operation for early cases because “‘ Doeder- 
lein has demonstrated that cancer cells may 
remain alive (in the cervix) even after full radia- 
tion.”” Burckhardt (32) and Finlaison (93) also 
employ a radical operation for early cases. Todd’s 
(269) collection indicates that a considerable 
number of authorities still believe in this method 
of treatment. Some employ the vaginal and 
some the abdominal operation. For inoperable 
cases radiation is employed. There is a consider- 
able primary operative mortality for these radical 
procedures, variously reported from 2 to 20 per 
cent. Bonney reports a 14 per cent operative 
mortality. In writing on the complications of 
surgical treatment Schmitz (245) brings out the 
value of a careful selection of patients. The 
growth must be early, there should be no retention 
of material within the uterus, and the patient 
should be in good general condition as regards her 
blood pressure, urinary excretion, pulse rate, and 
blood count. As peritonitis is one of the major 
causes of mortality it is wise to investigate the 
bacterial flora of the cervix and vagina before 
operation. The Ruge-Phillips test is recom- 
mended for this purpose. If dangerous bacteria 
are present, operation should be delayed until the 
vagina can be sterilized. Shock, excessive blood 
loss, peritonitis, and pelvic cellulitis are complica- 
tions not infrequently encountered. Dysfunc- 
tions of the bowel and bladder often result. 
Fistulas may occur. Shaw and Dougal (253) 
report that radical operation has been abandoned 
at the University of Manchester. These authors 
believe that equally good or better results can be 
obtained in the early cases by suitable radiation. 

Taussig (264) advances the interesting thesis 
that an operation to remove the regional glands 
may be of value in borderline cases in which the 
local reaction of the cervix to radiation is good. 
This idea is based upon the knowledge that cure 
fails to result from radiation in many borderline 
cases, not because of recurrence in the cervix 
itself, but because the regional glands have 
already been invaded at the time of treatment 
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and are not accessible to radiation. He received 
encouragement for his idea in Bonney’s report 
that 23 per cent of his patients with glandular 
metastases remained alive for more than five 
years after operation. Taussig’s technique is as 
follows: 

From 1,000 to 1,500 r are given over a period 
of two weeks; and two weeks later, lymphadenec- 
tomy of the iliac or hypogastric glands, para- 
metrial glands, uterosacrdl glands, obturator 
glands, and the nodes situated over the iliac 
vessels at their exits from the peritoneal cavity 
is done. Two weeks after operation intra-uterine 
radiation with 150 mgm. of radium up to 4,000 
or 5,000 mgm. hr. is given, and finally additional 
roentgen therapy of from 2,000 to 2,500 r. Taussig 
has now operated upon 46 cases, in 15 (33 per 
cent) of which metastases were found. A com- 
parison of the results after two and four years 
with the results in cases radiated only seems to 
indicate that removal of the glands was of distinct 
value. Duncan (75) suggests that to this opera- 
tion be added the tying-off of the uterine arteries, 
the removal of all fatty connective tissue with 
contained nodes, and the abdominal implantation 
of radon seeds into the lower uterine segment, 
the parametrium, and the uterosacral ligaments. 
For similar reasons, Michel-Béchet (199) has 
performed iliac lymphadenectomy through an 
extraperitoneal approach in thirteen cases. In 
six of these cases metastases were found. Brocq, 
Palmer and Parat (28) report a freak operation in 
a case of columnar-cell cancer of the cervix. Upon 
opening the abdomen they found that parametrial 
induration extended out to the iliac glands of 
both sides; the glands were densely adherent to 
the iliac veins. The entire uterus, cervix, vaginal 
vault, parametrium, iliac glands, and short seg- 
ments of both iliac veins were removed en bloc. 
The patient made a good recovery, remained free 
from recurrence for some months later, and com- 
plained only of transient edema of the lower 
extremities. 

Radiation Therapy. Radiation therapy remains 
unstandardized. A great many variations in the 
technique of applying radium appear in the 
articles dealing with radiation therapy and 
results. McWhirter (195) considers the subject 
from a theoretical viewpoint, and believes that 
the ordinary method of designating dosage as a 
number of milligram hours is unsatisfactory as it 
ignores the variables of distance, filtration, and 
distribution. He believes that the “r” unit 
would have more meaning. He further points out 
that “dose” is without much meaning unless it 
refers to a lethal amount delivered to all portions 


of a growth homogeneously. Most of the dosages 
reported vary from 4,000 to 8,ooo mgm. hr. of 
radium, although some employ a small amount of 
radium over a long period of time, and others a 
large amount over a short period of time, to 
arrive at the same number of milligram hours. 
Roentgen-ray therapy with a high voltage ma- 
chine (most approximate 200 kv.), is combined 
with radium therapy by most. McWhirter 
expresses the belief of many that it is preferable 
to give the roentgen therapy first. The advan- 
tages of preliminary roentgen radiation are that 
it makes the cervix more movable and destroys 
the bulk of the growth, which effects make it easier 
to find the cervical canal when radium is inserted, 
and allow the radium to act at a greater depth. 
Further advantages are that local sepsis is 
cleared up and time is given to improve the gen- 
eral condition of the patient. However, many 
other authorities give the radium first. Figures 
do not reflect the correct point of view; perhaps 
it is a matter of indifference. As a matter of fact, 
as Berkeley points out, roentgen therapy has yet 
to prove itself. This author thinks that it is of 
value. Its primary purpose is to destroy cancer 
in the regional glands and in those portions of 
the parametrium which are too far removed to 
be affected by radium in the cervix or vagina. 
It would be tiresome and profitless to detail 
the many radium techniques described. They 
can be divided into several main classifications, 
somewhat as Todd (269) has done. The so-called 
Paris, or Regaud, technique requires a small 
amount of radium, from 70 to 80 mgm., which is 
distributed in the cervical canal against the cervix 
in the fornices for a long period of time. The 
radium is left in place for several days, long 
enough to give a dosage of from 7,000 to 8,000 
mgm. hr. The filtration is heavy, being from 1 to 
1% mm. of platinum. The packing and radium 
are removed for vaginal cleansing once a day, 
then reinserted. The idea behind this method is 
that cancer cells are most susceptible to radiation 
when they are in mitosis, and unless the radium 
is constantly present over a number of days, the 
mitotic phase of many cells would be missed. 
The results reported for this technique are 
tabulated. A second popular technique is that in 
use at the Radiumhemmet in Stockholm. This 
method requires a larger amount of radium, 
which is distributed in the cervical canal and 
against the cervix and is left in place long enough 
to obtain a dose of 1,500 mgm. hr. at one sitting, 
usually less than twenty-four hours. This pro- 
cedure is repeated twice at weekly intervals. 
The total dose is usually about 4,500 mgm. hr. 
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Occasionally the total dose is given in two sittings. 
Todd designates as the “American” method the 
use of a very large amount of radium over a 
short period of time, such as Burnam employs. 
The reviewer does not believe, however, that one 
can designate this plan as American as a great 
variety of methods are used in this country and, 
so far as he is aware, very few institutions possess 
enough radium to duplicate Burnam’s method. 
Ward (276) inserts needles containing about 10 
mgm. of radium into the parametrium; others 
insert needles into the cervix itself. In a general 
way, the radiation methods in vogue involve the 
placing of radium throughout the cervico-uterine 
canal, against the cervix, and in the lateral vaginal 
fornices. The amounts of radium used vary from 
60 mgm. to from 150 to 200 mgm. The dosage 
arrived at varies from 4,000 to 8,ooomgm. hr. In 
some methods the dosage is given at one sitting, 
and in others at several sittings, usually a week 
apart. The total number of hours during which 
the radium is in place varies, of course, with the 
amount of radium used. Boxes, plaques, tubes, 
and needles are employed to distribute the 
radium in the desired locations. The screening 
varies from 1 to 2 mm. of lead, or its equivalent, 
to 2mm. of platinum. There is usually a second- 
ary filter of rubber or aluminum. As indicated 
in the section on results there is not much differ- 
ence in the final salvage, except that due to vari- 
ance of the material. Articles dealing with the 
information given were published during 1936 by 
the following authors, in addition to those report- 
ing results and those mentioned before: Van 
Damme (52), Bueben (31) Porter (225), Morrin 
(204), Findley (92), Montgomery (203), Kress 
and Reinhard (163) Bengolea (14), Bottaro (24), 
Plate (222), Bandujo (12). 

Complications and mortality of radiation therapy. 
That radiation therapy is not without its mor- 
bidity and mortality is becoming increasingly 
apparent. Numerous reports deal with this sub- 
ject. It is clear, however, that radiation per se is 
not entirely responsible, as some of the complica- 
tions are due to the manipulation incident to 
placing the radium and others to the resolution 
of growth in a vulnerable location. This division 
of responsibility is of little consequence as the 
various factors are, indeed, a part of “radiation 
therapy.” Reiles and Fobe (231) divide the com- 
plications into two groups, those due to the direct 
action of the radium, e.g., vesicovaginal and recto- 
vaginal fistulas, cystitis, proctitis, and vaginal 
atresia; and those arising when pre-existing 
inflammation is stirred up by the radiation, such 
as, peritonitis, adnexitis, thrombophlebitis and 
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embolism, and septicemia. The former are usually 
due to improper technique, such as too large 
dosage, or insufficient screening, and are not as 
important as those due to infection. It is thought 
by many observers that the incidence of infectious 
complications can be reduced by instituting meas- 
ures to combat the local infection and to build up 
the general health before radiation is begun. 
Such preliminary procedures as electrocoagula- 
tion of the growth, local applications of various 
dyes or of acetone, administration of autovaccines 
and preliminary x-radiation have been suggested 
as valuable measures. Guilera (125) believes that 
the damming back of secretions with a tampon at 
the time of inserting radium favors infectious 
complication. When he omitted the tampon, the 
incidence of morbidity and mortality decreased 
from 2.7 to 1 percent. Anselmino and Oehlke (6) 
believe that fewer complications resuit when the 
fractionated dosage method is used, than when 
comparatively large quantities of radium are 
used over a short period of time. Bowing and 
Fricke (25) emphasize that radiation complica- 
tions should be prevented rather than treated. 
They suggest that efforts be made to clean up the 
local cervical infection before radium is used. 
Transfusion may be necessary to build up the 
general condition of the patient. Matousék (191) 
recommends that douches be given for three days 
before radium therapy is instituted. In addition, 
in cases of fundal cancer he curettes the uterus as 
a preliminary to insertion of the radium, and in 
cervical cancer he excochleates the cervix. 

Major complications developed in 5.6 per cent 
of the 495 patients treated by Bowing and Fricke. 
These were practically all inflammatory and 
included the following: pelvic cellulitis, pyome- 
tritis, hydronephrosis, septicemia, general peri- 
tonitis, and pulmonary embolism. Of the 100 
patients with cervical cancer treated by Reiles 
and Fobe, 49 had fever as a result of the radium 
treatment, and g experienced serious complica- 
tions, namely, pelvic peritonitis in 6, one of which 
was associated with the perforation of a pyosal- 
pinx into the rectum, adnexitis and parametritis 
in 1, serious hemorrhage due to the erosion of a 
vessel in 1, and embolism in 1. Anselmino and 
Oehlke report serious complications in 8.8 per cent 
of their cases, and minor complications in 24 per 
cent. The severe complications were parametri- 
tis in 14, septic thrombophlebitis in 4, thrombo- 
sis in 2, cystopyelitis in 2, Douglas abscess in 
1, salpingitis in 1, hemorrhage in 1, and pyome- 
train 1. These reports furnish an adequate sam- 
ple of the major inflammatory complications en- 
countered. 
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.2 per cent (6 of 495 cases) 

.7 per cent (8 of 29 cases with tamponade) 

.o per cent (1 of 100 cases without tamponade) 
.o per cent (4 of 100 cervical cancers) 


(Report mortalities of 10 authors. Variations—o.6 per cent to; 28.5 per cent (3 of 14 fundal cancers. Embolism) 


6.5 per cent) 
Ward 
Anselmino and Oehlke 
Heukensfeldt Jansen 
Chydenius (Stockholm technique) 
Matousék (Regaud technique) 


The most usual causes of death following 
radium therapy are peritonitis, sepsis, and em- 
bolism. Various other manifestations of infection 
may be responsible, such as pyelonephritis or 
pneumonia. Hemorrhage is an occasional cause. 
The mortalities reported are shown above: 

A considerable amount of literature relative to 
the more remote consequences of radium therapy 
is accumulating. These remote consequences are 
those due to the specific action of the radium 
itself, in contrast to those of an inflammatory 
nature mentioned. Of these late complications, 
injuries to the rectum and bladder form the largest 
group. As brought out by Mickuliez-Radecki 
(200) and Berkeley (16), it is often difficult to 
determine whether the lesion is due to ra- 
diation or to the continued invasion of the 
cancer; yet many lesions are definitely produced 
by the radiation. Reports of rectal injuries are 
lacking in the 1936 literature except for casual 
reference to a number of fistulas. Mickuliez- 
Radecki estimates that from 4 to 5 per cent of the 
cases radiated later undergo bladder injury. In 
his opinion, the most important change is that 
produced in the blood vessels. This leads even- 
tually to an ectasia similar to that seen in over- 
radiated skin. At first there may be no clinical 
manifestations, or there may be protracted bleed- 
ing from the bladder. Later manifestations are 
ulcers and the shedding-off of large bits of mucosa 
and muscle. Urine salts may be deposited on 
these epithelial defects, and lead to bladder 
stones or incrustation of the wall. These changes 
must be differentiated from those due to the 
advance of the cancer. Two cases are reported, 
one in which bleeding from the bladder first began 
twenty-one months after treatment. The patient 
had received 8,016 mgm. hr. of radium in eight 
sittings as well as two courses of intensive roent- 
gen therapy. Upon cystoscopy, vascular changes 
were noted between the ureteral orifices. The 
second case was that of a woman who had received 
5,100 mgm. hr. of radium altogether. Ulcers of 
the bladder and incrustation resulted three years 
later. According to Chauvin (41) the symptoms 
are those of cystitis; tenesmus, frequency, and 


.o per cent (1 of 100 metrorrhagias) 
.O per cent 
3.5 per cent (13 of 362 cases) 
3.2 per cent (371 cases) 
.6 per cent (6 of 226 cases) 
.2 per cent (7 of 318 cases) 


bloody urine. The site of the lesion is charac- 
teristically in the trigone area. Upon cystoscopy 
a round ulcer with tumorous raised edges is seen. 
Sometimes bullous edema is present. Fistulas do 
not result frequently, according to this author. 
Laas (166) reports a case starting one year after 
treatment and eventuating in uremia and death. 
The most significant histological finding was 
fibrous obliteration of the blood vessels. Graves, 
Kickham, and Nathanson (118) studied 683 
cases of cervical cancer from the point of view 
of bladder complications. Two hundred and nine 
presented clinical signs of a bladder complication. 
Sixty-two of the 683 presented vesicovaginal 
fistulas; the fistulas were mostly in advanced 
cases. These authors believe that such fistulas 
are almost always due to the invasion of the 
cancer, though the actual break may be precip- 
itated by the radiation. Reradiation for recur- 
rence after previous treatment sometime before 
seemed to favor the occurrence of fistulas. The 
authors believe that the use of radon seeds favors 
fistula formation. Bladder complications were 
more common in cases of cancer of the cervical 
stump. Fistulas should not result from radiation 
per se if a proper technique is employed. In 
general, the treatment of these bladder injuries is 
palliative. Maiantz (184) states that Haendley 
found 80 cases with bladder lesions in 121 autop- 
sies on women treated by radiation for uterine 
cancer. 

Acute anuria occasionally results from radia- 
tion. Graves, Kickham and Nathanson believe 
that this is due to an edema precipitating a com- 
plete ureteral obstruction in cases in which 
marked partial occlusion has already taken place 
due to the cancer. Maiantz reportsfour such cases. 
Fulconis (102) reports a case of partial anuria 
following an initial radium treatment for recur- 
rent cervical cancer. While the ureters were 
narrowed by the cancer, the narrowing was not 
severe enough to explain the anuria. These 
authors also believe that edema is the precipitat- 
ing cause. 

Dalby, Jacox, and Miller (51) report 14 inter- 
esting cases in which fracture of the femoral neck 
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occurred following pelvic radiation for gyne- 
cological malignancy. All of the patients had 
received roentgen therapy, and three had received 
radium in addition. These fractures occurred on 
an average of seven months following treatment 
in women whose average age was fifty-seven 
years. All had x-ray studies, and a few were 
studied microscopically as well. Metastases were 
never demonstrated. The authors raise the ques- 
tion of whether these fractures were caused by 
degenerative bone changes due to radiation. They 
admit, of course, that most of these women were 
in the age when femoral neck fracture is quite 
common. However, the fairly close association 
with radiation therapy and the comparative youth 
of several of the patients inclined them to believe 
ors radiation may indeed have been respon- 
sible. 

May radiation of a benign pelvic condition 
later lead to cancer? This question is raised in 
two communications. Daniel and Babes (55) 
report the case of a sixty-two-year old woman in 
whom a uterine sarcoma was found thirteen years 
after roentgen radiation for a fibroid. They found 
one similar case in the literature in which the 
interval was eight years. Strachan (257) reports 
two cases of cancer following 2,400 mgm. hr. of 
radiation with radium for menorrhagia, two and 
three years later, respectively. He states that 
Fournier in 1935 reported cases occurring ten 
years after radiation and had found 65 other 
cases which had been recorded. Strachan does 
not believe that radiation caused cancer in the 
cases which he reports, but brings out that radia- 
tion does not prevent cancer from arising inde- 
pendently at a later date. 

In confirmation of previous reports, Richman 
(232) found a transient leucopenia in nine patients 
irradiated for cervical cancer with a 300,000-volt 
apparatus. The blood counts reached their low 
points of about 2,000 per cu. mm., in the third 
week following treatment. Three of the patients 
had a relative lymphopenia as well. 

Control of Pain. In late and inoperable cases of 
cervical carcinoma, pain is often a prominent and 
distressing feature. The pain is usually sciatic in 
distribution and is due to involvement of the iliac 
glands. It may, of course, be visceral due to the 
local spread of the cancer, or in almost any loca- 
tion due to metastases. The pain-relieving meas- 
ure to be selected naturally depends upon the type 
and location of the pain, as well as upon the in- 
dividual herself, and the availability of the meas- 
ures. Danforth (53) describes the methods at our 
command. Simple medication is sufficient in 
many cases; preparations such as aspirin alone, 
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aspirin and codeine, and morphine are useful. 
Calcium gluconate and cod-liver oil have proved 
beneficial. The subarachnoid injection of 95 per 
cent alcohol between the twelfth dorsal and fourth 
lumbar vertebre is sometimes of value. In em- 
ploying this procedure, one runs the danger of 
injuring motor nerves. In cases in which the pain 
is great, yet the life expectancy is a number of 
months or years, chordotomy has been used. In 
1927, Banzet covered this subject fully. The 
anterolateral column of the cord is divided five 
segments above the level of the pain on the op- 
posite side. The objections to this measure are the 
prolonged hospitalization which may be necessary 
and the danger of producing disabilities by injury 
of the motor nerves. A third operative measure is 
presacral sympathectomy. This, of course, is of 
no value unless the pain is local, pelvic, and 
visceral, which it usually is not. 

Results. The majority of the results reported 
are for radiation therapy, usually a combination 
of radium and high-voltage roentgen ray treat- 
ment. A few reports represent results of radical 
surgery for early cases and radiation for the 
remainder. Evaluation of these results is ex- 
tremely difficult because so many variable factors 
enter into the make-up of the figures. For 
instance, the relative proportions of early, bor- 
derline, and late cases comprising a series in- 
fluences the absolute-cure figure tremendously. 
It is obvious that when an unusually high abso- 
lute five-year cure is reported the explanation lies 
in an unusually high proportion of comparatively 
early cases in that series; when a very low figure 
is reported it means a large proportion of advanced 
cases. A glance at the tabulated results will 
prove this readily, particularly the figures of 
Berkeley (16), Mitra (202), and Schreiner and 
Wehr (250). These authors report the low abso- 
lute five-year-cure figures of 14.3, 11.1, and 12.9 
per cent, respectively; but, in all instances the 
material was made up largely of advanced cases. 
Further, several variables influence the type of 
material: one is individual variation in classifying 
the cases with regard to Stages 1, 2, 3, or 4; 
another is the fact that various clinics receive 
different types of material depending upon the 
character of the clinic, its location, and the 
educational status of the laity in that location. 
Schreiner and Wehr give a table comparing the 
types of cases received at different clinics. For 
Stage 1 the variation was from 2 to 18.9 per 
cent; for Stage 2, from 6.3 to 18.6 per cent, for 
Stage 3, from 28.6 to 69.3 per cent, and for 
Stage 4 from 10.1 to 47.7 per cent. Still another 
variable, emphasized by Berkeley, exists in the 
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Author 


Percentage of cured cases 





Stage Stage Stage |Following| Absolute 
2 3 4 operation} cure 


Comments 





Henkensfeldt Jansen (135) 
Amsterdam 


20.8 ° ° 35.1 


Radiation mortality 3.2 per 
cent 





Guilera (125) 
Barcelona 


19.1 : 23. 


Radiation mortality 2.3 per 
cent 





Swanberg (260) 
Radium Institute, Paris 


35- 


Operable cases 45 per cent 
Inoperable cases 55 per cent 





Gernez and Mallet (109) 
Genoa 


Operable cases 19.1 per cent 
Inoperable cases 18.9 per cent 
(mostly Stage 4) 





“Regaud Technique” 
(Collection of Todd) (269) 


As compared with 20.9 per 
cent for ‘American Tech- 
nique,” and 23.4 per cent for 
“Stockholm Technique” 





Lacassagne (1931) 
[Quoted by Schreiner 
and Wehr (250)] 








Guedes (123) 
Lisbo 























1926-1928. Regaud Method 
since 1924 





Stockholm Technique 


Percentages of cured cases 





Stage Stage Stage | Following} Absolute 
2 3 4 operation} cures 


Comments 





Berkeley (16) 
London 


19 14 14.3 


Operable cases 30.4 per cent 
Inoperable cases 69.6 per cent 
Stage 4, 35 per cent 





Chydenius (43) 
Helsingfors 


72 
Stages 1 
2,and 3 
with ra- 
diation 

alone 


25 cases operated upon after 
radiation. 122 cases were 
Stage 4 





Brews (27) 
London 


34-3 


Operable cases 52.2 per cent 
Inoperable cases 47.8 per cent 





Heyman (1935) 
[Quoted by Schreiner and 
Wehr (250)] 





“Stockholm Method” 
(Collection of Todd) (269) 





























fact that far advanced, hopeless cases are not 
accepted consistently in all clinics, and are incor- 
rectly excluded from the calculations. Another 
important variable exists in the type of therapy. 
Some use radium alone, some combine radium 


with roentgen rays, some employ radical operation 
for the operable cases. The techniques of apply- 
ing radium differ, as well as the roentgen-ray 
machines and dosages. All these variables make 
the selection of superior methods an impossible 
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Other Methods 
Variations of the Stockholm and Regaud Methods, Individual Methods, Unstated Methods 


Percentage of cured cases 
No. of 
Author cases Comments 
Stage Stage Stage Stage | Following) Absolute 

I 2 3 4 operation cures 








Schreiner and Wehr (250) 68.4 | 34.4 , 47. : Only one-tenth of the cases 
Buffalo were in Stages 1 and 2 





Scheffey and Thudium(239) . ; Operable cases 11.5 per cent 
Philadelphia Six patients operated upon 
P Pp Pp 


Randall (230) 
Iowa 











Costolow (46) 
Los Angeles 





Ward and Sackett—1935 
Norris—1935 
Schmitz—1933 
Burnam—1933 
Crossen and Newell—1934 
Voltz—1935 
[All quoted by Schreiner 
and Wehr (250)] 





Shaw and Dougal (253) 
Manchester 





Ward (276) 
New York 





“ American Method” 
(Collection of Todd) (269) 








Radiation in General 5 63.4 | 36.4 : 1.8 23.6 
(Collection of Todd) (269) 


























Combinations of Operation for Early Cases and Radiation 


Percentage of cured cases 

No. of 

Author cases Comments 
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I 2 3 4 operation} cures 








Freisfeld (96) 23.2 
Munster 


Gl (105) 








Mitra (202) ; Bulk of cases advanced 
India 





Burckhardt (32) 32. Wertheim 80; Radiated 382 
Dresden (Stockholm) 





Finlaison (93) 
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Operation Alone 


Percentage of cured cases 





Stage Stage 
I 2 


Stage 
3 


Comments 
Absolute 
cures 


Stage /|Following 
4 operation 





| 
Author | 
| 
| 


Malewa and Makarow(185) | 


60 





Bonney (23) | 384 | 


39 Mortality 14 per cent 








Collection of Todd (269) | 2331 














4c Mortality 10.7 per cent 





task. All in all it appears that throughout the 
world from one-fifth to one-quarter of all women 
presenting themselves with cervical cancer remain 
cured for five years, whatever the method of 
treatment. The figures of the authors listed are 
tabulated, as well as those of other authors whom 
they quote. 

For purposes of comparison an effort is made to 
group these results according to the various meth- 
ods of treatment which were discussed in the 
preceding section. 

The data published during 1936 are insufficient 
to throw much light upon the old argument of 
operation versus radiation in operable cases. 
Todd (269) attempts to do so by comparing 
a collected series of surgically treated cases, 
reported by Weibel, Bonney, Faure, and Peham 
and Amreich, with a collected series of radio- 
logically treated cases reported by Wintz, Curie, 
Hartmann, Laborde, Crossen, Schmitz, Burnam, 
Lacassagne, Voltz, Healy, Heyman, Gasset and 
Wallon, Nahmacher, Eymer, and Ward. Opera- 
tion was employed in 2,331 cases, with a five-year 
cure in 40 per cent. Radiation was used in 1,109 
cases in Stage 1 and 2 (cases of comparable 
extent) with a five-year cure in 45.2 per cent. 
Todd concludes that radiation is best. It is sur- 
prising that practically no results are reported for 
operation after previous radiation. Finlaison 
reports cure in 40 per cent after operation alone, 
and cure in 54.8 per cent when radiation and 
operation were combined. 

Comparison of the various methods of radiation 
is so seriously affected by the inevitable variables 
discussed that the reviewer hesitates to draw 
conclusions. While on the surface the results 
reported for the Regaud technique appear to be 
superior to those obtained by other methods, 
more critical analysis seems to show that the 
higher rates of cure simply mean more early cases. 
Todd’s comparison of the collective results 
obtained by the Regaud, Stockholm, and “ Amer- 
ican’’ techniques is interesting, cure being ob- 
tained in 27.7, 23.4 and 20.9 per cent, respectively. 


This comparison definitely favors the Regaud 
technique, but the possibility of variations in 
the material is not considered. The reviewer 
does not believe that the evidence will allow the 
conclusion that one method is significantly supe- 
rior to another. 


CARCINOMA OF THE CERVICAL STUMP 


Articles by Bryan and Trabue (29), Cureleanu 
(49), Faulkner (83), Goodall (115), Scheffey (238), 
and Thevenard (267) deal with the interesting 
subject of carcinoma of the cervical stump. This 
condition is not encountered frequently. The 
incidence is reflected by the figures available in 
the articles, which are tabulated below. The 
percentages represent the number of cases of 
cervical carcinoma which are cervical stump 
carcinomas. 


Kretschmar and Gardiner 1.7 per cent 


2.1 per cent 
Richardson 3.0 per cent 
Scheffey 3.6 per cent 
von Graff (collection) 4.1 per cent (from 2.5 to 11.3 per cent) 


Some of the cases are really instances of error 
in diagnosis, the cancer being present at the time 
of operation. These regrettable occurrences can 
be avoided by careful examination of the cervix 
before operation. Generally, these errors occur 
when fibroids are also present. The presenting 
symptom, bleeding, is attributed to the fibroids 
and operation is performed without further ado. 
As Scheffey brings out, it is not always easy to 
decide whether cancer was present at the time of 
operation or developed subsequently. Meigs (197) 
counts in his series of 26 cases only those develop- 
ing one year or more after operation. 

The frequency with which cancer develops in 
the cervical stump after a supravaginal hysterec- 
tomy is naturally of the utmost importance. 
Unfortunately, as Scheffey states, this can be 
determined with relative accuracy only because 
the follow-up of consecutive cases of supravaginal 
hysterectomy is far from perfect. The available 
figures are tabulated on the next page. 
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The results of treating cervical stump car- 
cinoma are universally bad. Furthermore, both 
surgical and radiation treatment are more likely 
to produce injury in the surrounding structures, 
‘specially the bladder, in these cases than in other 
cases of cervical cancer. This is true because of 
the changed relationship of the bladder to the 
cervix, its proximity to the top of the cervical 
canal. Of Scheffey’s ten cases, 42.8 per cent 
remained cured for five years. Treatment was 
radiation. The figures of others are quoted, 
Healy and Arneson obtained five-year cures in 
14 per cent, Sackett in 48.4 per cent, and von 
Graff in 9.3 per cent. Of Meig’s (197) 26 patients 
only 7.6 per cent remained alive after four years. 
A variety of treatment was employed. Cureleanu 
(50) quotes Sejournet who obtained 6 five-year 
cures with radium in 8> cases, and Waldeyer who 
cured 5 of 8 patients with surgery, and 1 of 6 with 
radium. These figures adequately illustrate the 
poor prognosis in cases of cervical-stump car- 
cinoma. Very great interest, therefore, revolves 
around the question of prevention. The most 
obvious means of preventing this condition is the 
routine employment of total hysterectomy instead 
of subtotal or supravaginal hysterectomy. How- 
ever, as cancer arises so infrequently in the 
remaining stump, the complete operation is not 
justified unless its mortality can be kept prac- 
tically as low as that of the subtotal operation. 
Scheffey believes that the incidence of stump 
carcinoma is comparatively less than the increased 
mortality and morbidity resulting from complete 
hysterectomy, as compared with the supravaginal 
operation in the hands of the average operator. 
Figures on the comparative mortalities of the two 
operations are given by Faulkner (83), Bryan and 
Trabue (29), Meigs (197), and Scheffey (238), and 
show a slight though definite advantage for the 
subtotal operation. It should be pointed out that 
this difference in mortalities would probably be a 


Scheffey 


Siddall and Mack (collected series)... ..............0005. 


Bryan and Trabue (collected series)...................... 


from 0.79 to 4.4 per cent 


©.4 percent 

©.4 per cent (in almost 20,000 cases) 

6.5 percent 

©.13 per cent (Hospital population in contrast to 
1.8 per cent cervical carcinoma in general) 

1.0 per cent 

©.9 percent (in 554 cases; an 80 percent follow-up) 

©.62 per cent 


great deal larger if the total operation had been 
used as routinely as the subtotal operation has 
been. The figures as quoted represent past 
practice, during which patients subjected to the 
total operation were a selected group in the main, 
selected in the sense that this operation was 
avoided when the patient was a poor surgical 
risk, or the operation was a difficult one from other 
points of view. The mortality figures available 
in these articles are tabulated below. 

Goodall lists as disadvantages of the total 
operation: greater operating time, greater requi- 
site skill, greater blood loss, greater danger to 
the vital organs, and greater technical difficulty 
if the pelvis is deep or the uterus fixed. However, 
he regards these disadvantages as of minor impor- 
tance, and believes that this operation entails 
fewer immediate complications (he had three 
times as many cases of thrombophlebitis develop 
after subtotal hysterectomy operations); fewer 
remote sequel, such as carcinoma; and smoother 
recoveries. He favors the total operation for the 
skilled and experienced surgeon, but realizes that 
the results of the average operator might not be 
so good. Other possible disadvantages of the 
total opeation as brought out by the discussers 
of the article by Bryan and Trabue are vaginal 
shortening and dryness of the vagina. These 
authors believe that the total operation should be 
the procedure of choice. Besides the threat of 
malignancy, they list as disadvantages of the 
subtotal operation the possibility of subsequent 
discharge and the growth of polyps. 

In general the figures seem to indicate that if 
the total operation were performed routinely by 
the average operator, more patients would be 
lost through the increased mortality of that 
operation than would be saved from malignancy 
developing in the cervical stump.  Scheffey 
expresses what appears to be a sound belief that 
routine hysterectomy is not rational, even in the 


Subtotal operation 
2.6 percent 6.4 percent 

2.6 percent (7,795 cases) 3.0 per cent (4,559 cases) 
2.3 percent (653 cases) 2.6 percent (821 cases) 
2.73 per cent (21,945 cases) 3.28 per cent (8,442 cases) 
2.9 percent 4.4 percent 

from 0.45 to 6.9 per cent 


Total operation 
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presence of a diseased cervix. In lieu of complete 
hysterectomy, thorough preliminary examination 
of the cervix with biopsy, and with cauterization 
or resection if necessary, is recommended. Care- 
ful examination should be carried out even when 
the pelvic pathological condition is apparently 
well defined. In some cases presenting no insur- 
mountable technical difficulties, the complete 
operation is advised. Meigs concurs in this view 
as do the discussers of the article by Bryan and 
Trabue. 


FUNDAL CARCINOMA 


Etiology and Pathology. The cause of fundal 
carcinoma remains as obscure as ever. The 
possible relationship of endometrial hyperplasia 
and adenocarcinoma of the endometrium is an 
interesting one and is receiving more and more 
attention. Unfortunately opportunities to trace 
the possible development of the former into the 
latter are rare. Novak and Yui (216) studied 804 
cases of endometrial hyperplasia from the mate- 
rial at the Johns Hopkins Hospital. In 14 there 
were marked proliferative changes suggesting car- 
cinoma. Forty of the hyperplasias occurred in 
women past the menopause. These authors 


believe that the responsible factor is hyper- 
estrinism. Approaching the problem from the 
opposite direction they also studied 104 cases of 
fundal adenocarcinoma. In 24 per cent, areas of 
hyperplasia were present. Some of the histories 


of the carcinoma cases suggested a pre-existent 
endometrial hyperplasia. The authors believe 
that there is a developmental association between 
the two conditions, and that hyperestrinism, to 
which carcinogenic properties have been attrib- 
uted, is responsible. A review of the histories of 
97 cases of fundal carcinoma led Murphy (208) to 
conclude also that a functional abnormality 
exists in the reproductive organs of these women. 
Pampanini (219) is likewise inclined to take stock 
in this hypothesis. This author describes a case 
in which a fundal carcinoma developed two years 
after radiation treatment for a cervical cancer. 
A few other cases are quoted in which cancer 
followed radiation. Pampanini wonders if radia- 
tion does not occasionally break down resistance 
to “cancer growth” in women who have a “growth 
propensity.”’ In support of his idea that there are 
“cancer growers,” he quotes the cases in the 
literature of associated fibromyomas and fundal 
carcinoma, and of menorrhagias due to endo- 
metrial hyperplasia leading to carcinoma of the 
fundus. It is quite likely that the adenoma 
malignum which is considered a malignancy of 
low order, represents a transition stage between 
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hyperplasia and true adenocarcinoma. In this 
same general category should be placed the 
uterine adenomas described by Liebow (177) and 
Zuckermann (287) , the former’s case being that 
of a woman of eighty, the latter’s a woman oi 
forty-five. In both, the uterus was filled with a 
bulky papillary growth exhibiting no invasion 
and no microscopic characteristics of true malig- 
nancy. Indeed, all reports of fundal carcinoma 
point to a comparatively slow development, as 
attested by the long duration of symptoms, an 
average of from eighteen to twenty-four months, 
in many instances associated with comparativel) 
well confined growths. 

Attempts to divide cases of adenocarcinoma o! 
the fundus into pathological types based upon 
cellular differentiation continue. Murphy (208), 
in his report of 197 cases admitted to the State 
Institute for the Study of Malignant Diseases at 
Buffalo, describes 6 types. Given in the order 
of ascending malignancy, his material comprises 
g cases of adenoma malignum I, 76 cases of 
adenoma malignum II, 75 cases of adenocarcinoma 
A, 20 cases of adenocarcinoma B, and 2 cases of 
adenoacanthoma. The classification is similar 
to that of Healy and Cutler. Murphy analyzes 
the various types from the point of view of age, 
marriage, pregnancy, symptoms, signs, treat- 
ment, and results. The difference in the figures for 
the various types is not striking. This author 
concludes that determination of the histological 
type is of little value in determining the prognosis 
without reference to such important factors as 
the extent of the growth, its accessibility, and the 
general reactionary power of the host. 

An interesting histological variation of the 
usual adenocarcinoma of the endometrium is the 
squamous-cell growth. Some of these growths in 
which there is no trace of a columnar-cell origin 
are described by Gellhorn (107); others in which 
there are small areas of squamous cells by Gold- 
schmidt (112); others in which there is a coating 
of squamous cells without submucous spread, the 
so-called “Zuckerguss Krebs,” by Essen (81) and 
Lissowetsky (179). Considerable discussion has 
arisen concerning their origin. Goldschmidt and 
Lissowetsky think that they develop from heter- 
otopic collections of germinal or muellerian epi- 
thelium, and Engelhard (78) agrees that meta- 
plasia is insufficient to explain the variations in 
the cellular make-up of endometrial carcinomas. 
He favors the embryonic origin also. 

The association of fundal carcinoma and 
uterine fibroids is of great importance because of! 
the diagnostic problem created. The diagnosis 
of cancer is often not made, the signs and symp- 
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toms of the fibroids masking those of the cancer. 
In a study of 229 cases of fundal carcinoma, 
Norris and Dunne (214) report the occurrence 
of associated myomas in 98. In 42 of these, the 
presence of cancer was unsuspected until revealed 
by microscopic examination of the curettings. 
Healy (131) also emphasizes the importance of 
curettage in cases of uterine fibroids to exclude 
the presence of cancer. Ducuing and Guilheim 
(74) found 30 coincident corporeal adenocar- 
cinomas in 580 cases of fibroids. They believe 
that the presence of a myoma may create a pre- 
disposition to cancer development. 

Heyman (137) comments on the difficulties 
encountered in making statistical reviews or com- 
parisons of cases of corpus cancer. In some cases 
it is difficult to distinguish between true corpus 
cancer and other forms of adenocarcinoma in 
the uterus. Certain cases of adenocarcinoma can 
be demonstrated histologically in both the cervix 
and the corpus. Where should such cases be 
placed? At the Radiumhemmet they are being 
grouped as a special class under the heading 
carcinoma corporis et colli uteri. Occasionally a 
similar question arises when cancer exists in both 
the corpus and the ovaries. These cases are like- 
wise being classed separately as carcinoma corporis 
et ovarit. 

Carcinoma of the fundus metastasizes to the 
ovaries in a small but definite number of cases. 
Not always is this extension evident to the 
naked eye or to the palpating fingers. The prac- 
tical application of these facts is that in any opera- 
tion for fundal cancer the adnexa should always 
be removed whether they appear to be involved 
or not. Popovici, Marinescu-Slatina and Ghim- 
peteanu (224) report a case of bilateral ovarian 
metastases from a corpus cancer in a woman of 
thirty-four years in which the pre-operative diag- 
nosis was uterine fibroid with double adnexitis. 
They call attention to the attendant diagnostic 
difficulties, particularly in women under forty in 
whom this disease is quite rare. Two cases are 
reported by Masciottra and Martinez de Hoz 
(189) which also illustrate the difficulties in diag- 
nosis. In one of the women the most prominent 
finding was a large ovarian cyst which was asso- 
ciated with a menorrhagia. This cyst was re- 
moved alone and proved to be a cystadenocar- 
cinoma. The other pelvic organs which appeared 
normal at laparotomy were not disturbed. The 
menorrhagia continued. Eventually a second 
operation was performed, at which the uterus and 
the remaining tube and ovary were removed. 
The uterus contained a typical adenocarcinoma 
which was considered the original growth; the 
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second unenlarged ovary also contained a metas- 
tasis. The second case was of interest because of 
the association of a typical fundal adenocarci- 
noma of the uterine corpus with metastases in 
both of the grossly normal appearing ovaries. 
These authors estimate from reports in the litera- 
ture that ovarian metastases exist in from 2 to 12 
per cent of all corporeal cancers. Zahala reports 
11 per cent, Schmidt 16.5 per cent in autopsies, 
Offergeld 7 per cent, Norris, Novak and Weibel, 
and Vogt estimate from 2 to 4 per cent, Schott- 
laender and Kermauner report 3 per cent, and 
Walbruch 12 per cent. In 11.9 per cent of 520 
cases of fundal cancer, Offut found associated 
ovarian cancer and in 8.6 per cent of 616 cases of 
ovarian cystadenocarcinoma he found associated 
fundal carcinoma. Norris and Dunne (214) 
report the association of ovarian metastases in 
19 of 279 cases of fundal carcinoma. It is possible 
that the coexistent ovarian and fundal carcinomas 
are each primary, not successive, in some in- 
stances; this is brought out in both of the reports. 
The possible modes of spread are outlined by both 
Popovici, Marinescu-Slatina, and Ghimpeteanu 
(224), and by Masciottra and Martinez de Hoz 
(189); spread may occur through the lymphatic 
channels, the most important route; through the 
blood stream; by contiguity; and through the 
tubal lumen. The latter authors describe in de- 
tail the lymph channels and blood vessels of the 
uterine body and show their intimate connection 
with those of the ovaries. 

Fundal carcinoma may metastasize anywhere 
once it has invaded the blood stream. Distant 
isolated metastases are rather rare, however. 
Fobe (95) describes an unusual case in which a 
metastatic nodule was found in the acromion 
six years after an operation for fundal carcinoma. 
The nodule was proved to possess the typical 
structure of uterine adenocarcinoma. 

Clinical Aspects. Fundal carcinoma is typically 
a disease of the postmenopausal age. Murphy 
(208) reports the average age of his 197 patients 
to be 58.8 years. A much larger number (46.3 
per cent) of the patients in the series of cases 
reported by Norris and Dunne were between 
50 and 59 years than in any other decade. The 
extremes were wide, however; their youngest 
patient was twenty, their oldest seventy-six. 
The figures published by both of these observers 
indicate that parity is not related to this disease. 
Bleeding is the most constant symptom, and was 
the first symptom in 80 per cent of the latter 
series. Usually the bleeding is intermenstrual in 
type. Other discharge may follow, as reported in 
42.1 per cent of Murphy’s cases. Pain is a late 
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symptom, and comparatively infrequent. Back- 
ache and urinary complaints are noted occa- 
sionally. As previously mentioned, the average 
duration of symptoms before consultation is 
long, indicating slow evolution of the growth. 
Occasional cases are seen in which symptoms 
have been present for as long as eighteen years, or 
as short a time as two weeks (Murphy). The 
average duration of symptoms in the Norris- 
Dunne series was seventeen and _ nine-tenths 
months, and in the Murphy series from one and 
one-tenth years to two and three-tenths years in 
the different types. All authors point out that 
the duration of the symptoms cannot be corre- 
lated with the curability. In some instances, 
symptoms may have been experienced for a pro- 
longed period, yet the growth remains confined 
to the uterus. 

Pelvic examination is not always revealing in 
corpus cancer. The uterus may be normal in size. 
The confusion which may arise when fibroids 
are present has already been mentioned. In 
Murphy’s series 82.9 per cent of the unoperated 
cases presented enlarged uteri on entry. Extra- 
uterine masses, interpreted as metastases, were 
present in 29.9 per cent. 

The necessity of curettage in all cases of post- 
menopausal bleeding in order to exclude malig- 
nancy is emphasized by Berard and LeClerc (15). 
They found cancer in 56 of 98 such cases. This 
leads them also to the assertion that it is not 
proper to assume that all cases of postmenopausal 
bleeding not due to an evident cause are due to 
fundal carcinoma. Such a belief would lead to 
many unnecessary operations. 

Treatment. Most observers advise panhysterec- 
tomy with removal of the adnexa when the 
growth is confined to the uterus, and when the 
age or general condition of the patient does not 
contra-indicate surgery of this severity. It is 
advisable to combine operation with radiation. 
Some employ radium pre-operatively, others 
deep x-ray therapy, others postoperative roentgen 
therapy, and still others employ various com- 
binations of these methods. Doederlein (70) 
states that the slowness of the growth makes 
possible by surgery an absolute five-year cure in 
20 per cent more cases than is obtainable in 
cervical cancer. He occasionally employs the 
vaginal operation, and always combines operation 
with postoperative roentgen therapy. Degrais 
(59) favors surgery when it is possible, but feels 
that radiation gives good results in those cases 
in which operation is contra-indicated. His 
radiation technique involves the use of small 
quantities of radium over a long period of time. 


No results are given. Kilgore (155) favors pan- 
hysterectomy, preferably preceded by radium 
exposure. No results are reported. Healy (131) 
advises a preliminary cycle of 750 r followed by 
3,600 mgm. hr. of radium. This radiation should 
be followed by panhysterectomy in from four to 
ten weeks when possible. If operation is contra- 
indicated, a more complete cycle of roentgen 
therapy is added. Murphy (208) advises the 
inclusion of radiation in all cases, and believes 
that operation should be confined to the adenoma 
malignum types. Norris and Dunne (214) advise 
panhysterectomy plus pre-operative radium irra 
diation. Since 1930, their radiation has consisted 
of 4,800 mgm. hr. of intra-uterine radium, with a 
1 mm. platinum plus 2 mm. rubber screen, fol- 
lowed by a course of roentgen therapy. Arnesen 
(7) also favors a combination of radiation and 
surgery. Dickinson (69) prefers pre-operative 
x-ray, fearing that the introduction of radium 
into the uterus might force infected material into 
the peritoneal cavity. Volbracht (274) advises 
operation when possible. He believes that the 
vaginal approach is the safer method. Operative 
mortalities reported are as follows: Norris and 
Dunne 4.3 per cent, Hovervogt 8.9 per cent, 
Volbracht 7.1 per cent, Gal 1.2 per cent, Reiles 
and Fobe 35.7 per cent (in 14 cases pulmonary 
embolism occurred 4 times). 

A very interesting contribution to the subject of 
treatment is offered by Heyman (137). The 
method of applying radium in vogue at the 
Radiumhemmet up to 1929 was by the insertion 
of a single tube varying in length according to 
the length of the uterine cavity. This tube con- 
tained from 35 to 45 mgm. of radium element, 
and was left in place long enough to obtain a 
dose of 1,500 mgm. hr. A similar application 
was repeated in three weeks. Supplementary 
vaginal application was also made. This, with 
minor variations, is the method employed almost 
everywhere. Since this method did not take into 
account variations in the form and cubic capacity 
of the uterine cavity, Heyman and his colleagues 
have worked out a new method in which the 
uterine cavity is packed with a sufficient number 
of less powerful tubes to fill it. These tubes are 
20 mm. long, with an outside diameter of 2.8 
mm., and contain 8 mgm. of radium. Their wall- 
thickness is equivalent to 1 mm. of lead, and they 
are screened with an additional 2 mm. of alumi- 
num. Experiments were carried out to determine 
the intensity distribution in the uterine wall with 
different packs, and to determine the time of 
irradiation necessary to obtain the same physical 
dose in different instances. These results were 
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Author 


No. of cases 


Absolute 
5-yr. cures 


Operated cases 


Radiated cases 


FEMALE GENITALIA 


Comments 





Heyman (137) 


232 


42.2 


63—(79.4 per cent 
cure) 


Treatment mainly radiological; 

combined with operation 
when radiation failed. Oper- 
eration plus postoperative 
radiation 





Volbracht (274) 


286 
(up to 1925) 
112 
(1926-1930) 


133 


70 
(67.1 per cent cure) 


144 


42 
(47.6 per 
cent cure) 


Nine cases were not treated 





Norris and Dunne(214) 


211 





Healy (131) 


217 
(1918-1931) 


Various treatments 





Murphy (208) 


108 





Various treatments 





Randall (230) 


34 





Burckhardt (32) 


66 


12 


52 


| 


Two cases were not treated 





Gal (105) 


72.8 per cent cure 


(up to 1927 
40 per cent 
cure) - 
(since then 
53.3 per cent 
cure) 





Arneson (7) 


QI 
(4 observers) 


927 
(57 per cent cure) 
(13 observers) 


998 
(37 per cent 
cure) 


Treatment by operation and 
radiation 











(17 observ- 
ers) 











tabulated which makes it possible to read off 
directly the treatment time for each of the 
arrangements of the packs. The plan is to give 
1,500 mgm. hr. twice at a three weeks’ interval. 
Comparison of two, three, and four-year results 
with those obtained by the old method seems to 
indicate that the new method is considerably 
better. 

The results of treatment obtained by those 
reporting them is given in tabular form above. 

It is practically impossible to compare the 
results of radiation and surgery since operation 


has been used whenever possible by most ob- 
servers and radiation alone has been reserved for 
locally inoperable growths or for those whose age 
or general condition contra-indicated surgery. 
Therefore, the material is not comparable. 
Heyman’s material approaches nearest to being 
suitable for such a comparison, yet Heyman 
himself does not venture a definite conclusion. 
While he is working on an improved radiation 
technique for which he has hopes, he believes 
that a combination of radiation and surgery, 
when possible, offers the best prognosis. 


[To be concluded] 
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Adson, A. W., and Hempstead, B. E.: Osteomyelitis 
of the Frontal Bone Resulting from Extension 
of Suppuration of Frontal Sinus: Surgical 
Treatment. Arch. Otolaryngol., 1937, 25: 363. 


Early drainage of a suppurative frontal sinus will 
preclude an extension of the infection to the frontal 
bone and the brain. Although the infection is usually 
attributable to the staphylococcus pyogenes aureus 
it may be extremely virulent and involve the diploic 
channels and the emissary veins of the skull within 
forty-eight hours. The procedure the authors pre- 
sent is advantageous in preventing the usual de- 
formity that follows an operation on the frontal 
sinus and permits the removal of all sequestra and 
a thorough drainage of the frontal sinus by removing 
the posterior table of the sinus. The treatment of 
acute suppurative sinusitis is medical during the 
very acute stage. Shrinkage with tampons of the 
mild silver protein argyrol, followed by suction and 
the application of hot packs, often produces relief. 
It is sometimes necessary to resort to codeine and 
other drugs. At the clinic, the authors avoid sur- 
gical intervention in the acute stage because of the 
danger of inciting an osteomyelitis. If it is not 
possible to relieve the pain with any of these meas- 
ures the authors sometimes drain the frontal sinus 
externally at its lower inner angle. This operation 
is purely for the establishment of drainage. In 
many cases of chronic sinusitis the condition can be 
relieved by removal of the anterior end of the middle 
turbinate bone and enlargement of the nasofrontal 
duct. If the intranasal operation is not sufficient, 
the external approach is used, and the method of 
Lynch, which preserves the external table, is fol- 
lowed. If the external table has been perforated the 
rules laid down by Killian are followed. Craniotomy 
is not considered as long as there is no evidence of 
an extension of the infection into the frontal lobe. 
When this has taken place it appears wiser to com- 
bine the sequestrectomy for the osteomyelitis with a 
thorough drainage of the frontal sinus by removing 
the posterior table than to perform two separate 
operations. When the skull has become involved 
the swelling and edema extend upward over the 
frontal bone from the periorbital tissues. The roent- 
genographic examination is extremely valuable as 
rarefaction of bone may be demonstrated before 
fluctuation appears. Roentgenography also demon- 
strates the extent of the involvement of the two 
tables of the frontal sinus. As soon as evidence of 
osteomyelitis has been demonstrated, surgical inter- 
vention should be instituted. The usual tendency 
is to employ small stab wounds. These are ineffec- 
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tive because, while they allow for limited drainage, 
they do not permit the removal of necrotic bone. 
The surgical principles include (1) adequate 
drainage of the frontal sinus, (2) removal of the pus, 
necrotic bone, and all white dead bone, (3) preserva- 
tion of the periosteum if possible, and (4) conceal- 
ment of the incisions of the scalp within the hair 
line. The last is accomplished by employing a 
coronal incision placed in the hair line. If the lesion 
has been operated on early in its course, the infection 
will be very limited; but if the pathological process 
has been allowed to continue for days or weeks, it 
will be very extensive and may involve both halves 
of the frontal bone and possibly the adjacent bones. 
It is not only important to remove the sequestrum, 
the island of necrotic bone; but it is likewise im- 
portant to remove the adjacent dead bone even 
though it involves both tables of the skull. The 
necrotic bone is removed with the curet and rongeur. 
Occasionally, a cranial bur is required to perforate 
the inner table of the skull, as it is equally important 
to remove the inner table of dead bone as well as 
the outer table. The extent of the operation depends 
on the extent of the bony involvement. Since the 
osteomyelitic process usually involves both tables 
of the frontal bone, an intracranial exposure of the 
posterior wall of the frontal sinus should be ob- 
tained. The frontal sinus should be exenterated by 
the posterior approach by removing all of the 
posterior wall of the infected frontal sinus. Following 
complete sequestrectomy and the exenteration of the 
frontal sinus, the entire surgical field is washed with 
pure tincture of iodine. The frontal sinus is packed 
with gauze soaked in tincture of iodine. Additional 
strips of similar gauze are laid in the bony channel, 
and all are brought out through the suture line. 
Extraperiosteal infection and infection of the scalp, 
if present, are drained by incisions through the 
periosteum from underneath the flap. Extreme care 
is employed to avoid injury to the periosteum cover- 
ing the defect over the craniotomy as preservation 
of the periosteum stimulates the formation of new 
bone and filling-in of the defect. The gauze drains 
are shortened daily and are completely removed by 
the third postoperative day. The generous removal 
of necrotic bone, the complete posterior exenteration 
of the frontal sinus, and the free use of the tincture 
of iodine result in primary healing of the operative 
wound. The extensive sequestrectomy as employed 
at the clinic has been employed innumerable times 
by Adson in other osteomyelitic processes involving 
the cranial bones. It has proved to be much more 
effective in cleaning up extensive processes than 
drainage with more stab wounds and curettement of 
localized regions as incomplete operations allow the 
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infection to continue for months. Abscesses of the 
brain develop invariably if improper drainage is 
instituted or if the infection is allowed to continue. 


EYE 


Joy, H. H.: The Prognosis of Postoperative Sympa- 
thetic Ophthalmia: A Statistical Study. Arch. 
Ophth., 1937, 17: 677. 

The author states that sympathetic ophthalmia is 
too complicated a disease to permit conclusions from 
a small number of cases. However, his study brings 
out several points worthy of notice. 

The final visual results, provided proper treatment 
is instituted with promptness, indicate that the 
prognosis of postoperative sympathetic ophthalmia 
is not necessarily as unfavorable as many authors 
have stated. 

The final outcome in the cases in which the condi- 
tion followed combined extraction of senile cataract 
was less favorable than in those in which it followed 
other intra-ocular operations. 

The inflammation in the sympathizing eye was 
more severe than that in the exciting eye in three 
cases of sympathetic ophthalmia due to extraction of 
a cataract, which were pathologically confirmed, and 
in three cases of the same kind in which the condition 
was clinically diagnosed but in which neither eye 
was enucleated. 

There is no indication that sympathetic ophthal- 
mia due to iridectomy for glaucoma is particularly 
rare or that its course is mild. : 

The results in the few instances in which secondary 
operations were performed indicate that the exciting 
eye tolerates surgical intervention well and that the 
sympathizing eye can often be operated on safely if 
it is properly prepared for the intervention. 

Leste L. McCoy, M.D. 


Berens, C.: Surgical Results in Heterotropia. Am. 
J. Ophth., 1937, 20: 266. 


Of 49 patients with varying degrees of esotropia 
and exotropia, including patients with alternating 
strabismus, which were treated by surgery alone, 94 
per cent revealed persistence of heterotropia. Of 85 
patients of the same type who were given orthoptic 
training postoperatively, 32 per cent presented cor- 
rection to heterophoria, and 61 per cent presented 
some degree of binocular vision. Of a group of 89 
such patients who received pre-operative and post- 
operative orthoptic training, 49 per cent presented 
heterophoria and 73 per cent presented some degree 
of binocular vision. By combining the last two 
groups it was revealed that heterophoria following 
surgery and orthoptic training was present in 70 
patients (40 per cent); heterophoria for distant or 
near sight was present in 11 patients (7 per cent); 
and heterotropia persisted in 84 patients (48 per 
cent); and there was no record of the presence or 
absence of heterophoria or heterotropia in 9 patients 
‘5 per cent). Forty-seven (70 per cent) of 67 pa- 
tients with alternating esotropia or exotropia devel- 
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oped some degree of binocular vision. Twenty-nine 
(75 per cent) of 39 patients who developed alternat- 
ing squint between the ages of one and four years 
had some degree of binocular vision following treat- 
ment. Prior to operation only 12 patients in this 
group were known to have some degree of binocular 
vision. Seven of 8 patients who had strabismus be- 
fore the age of one year developed some degree of 
binocular vision. 

It is suggested that orthoptic training may be 
important in the development of postoperative 
normal retinal correspondence by the fact that 25 
per cent of 126 patients with heterotropia had false 
projection and after orthoptic training the number 
was reduced to ro per cent. 

Correction of aniseikonia seemed to be a factor in 
aiding fusion in 2 of 6 patients with alternating 
esotropia. 

Of 85 patients with amblyopia, 53 (62 per cent) 
presented an improvement in vision. 

WItiiAm A. Mann, M.D. 


EAR 


Anson, B. J., and Wilson, J. G.: Structural Altera- 
tions in the Petrous Portion of the Temporal 
Bone in Osteitis Deformans. Arch. Otolaryngol., 
1937, 25: 560. 

The bones of the skull are often involved in Paget’s 
disease. Although the petrous portion of the tem- 
poral bone is affected with the rest, the compactness 
of the contained otic capsule and the almost em- 
bryonic nature of some of its tissues seemingly delay 
the progress of the osteodystrophic changes. 

The case reported was that of a white male fifty- 
nine years of age. 

In a normal otic capsule the histological appear- 
ance is one of denseness. The periotic capsule con- 
tains but few spaces which are large enough to be 
apparent in a drawing prepared at low magnifica- 
tion. 

In Paget’s disease, on the other hand, the cancel- 
lous nature of the bone is striking (see figure); the 
trabecular scheme is so completely moditied as to 
bear little or no resemblance to that of normal bone 
and those portions usually solid are sponge-like. 
The elongated trabecule have been almost totally 
replaced by small irregular ones. The resultant 
sponge-like appearance is evident on the medial 
tympanic wall and to either side of the vestibular 
window, and is more striking on the latter’s anterior 
aspect in the region of the fissula ante fenestram. 
It is evident also in the bone surrounding the 
cochlea, in that forming the wall of the internal 
acoustic meatus, and in all neighboring bone even 
to the petrous apex. Only the bone on the posterior 
aspect of the vestibule, and that immediately sur- 
rounding the superior and posterior semicircular 
canals and the cochlea has escaped profound dis- 
organization; the subdural bone both within the 
meatus and facing the posterior cranial fossa has 
been reduced to a layer of incredible thinness. 





INTERNATIONAL ABSTRACT OF SURGERY 


- 


a ar ’ 
bwar Facial 
Air wa t : t = aigae e 
/g™ nae fe 45 a ay 
j \ as oo, 3 
eS arse 
ee OP edi. 


& 





+—Tympanic cavity 


Internal : 
acoustic 


A section through the cochlea, vestibule, and vestibular window. P. S. C. indicates the posterior semicircular canal. 


The haversian canals have been enlarged, and 
frequently communicate by wide orifices with the 
surrounding marrow-spaces; the content of both is 
a very vascular connective tissue. 

The lamellz are eroded to produce irregular frag- 
ments; the irregularity of the reduced spicules is 
due to the presence of innumerable shallow pits on 
their surfaces, which are arranged in linear series 
along the border of a larger depression. The lesser 
excavations, which are the foveole, or lacune of 
Howship, are usually occupied by large multi- 
nucleated osteoclasts. 

Wherever destruction of the bone is evident, new 
formation is equally prominent, and the impression 
is imparted that any exposed surface, not eroded by 
osteoclasts, has received or is receiving a coating of 
newly formed osseous matrix. This appositional 
growth occurs through the agency of the osteoblasts, 
arranged along the margins of the trabecula. The 
latter are covered by a very smooth layer of osteoid 
material which, like embryonic bone, is homogeneous 
and translucent. On the free surface the pellicle is 
smooth, but the deep aspect is scalloped, and crena- 
tion is due to the lacune of Howship which, ex- 
cavated earlier by osteoclasts, are not filled in by 
new matrix. 

The two processes, erosion and reconstruction, are 
not integrated. It is through the deposition of 
matrix that the intricate maze of separate lamellar 
lines is produced. Stratification is no longer smooth 
and regular, but is interrupted everywhere to form 
separate segments which, arranged contiguously, 
constitute the typical pattern termed mosaic. 


The bone immediately surrounding the semi- 
circular canals, the vestibule, and cochlea is less 
effected by osteoclasis than that in the more 
peripheral regions. Therefore it may be said that 
the periotic capsule possesses more than the usual 
power of resistance to the destructive agencies. 


MOUTH 


Ahlbom, H. E.: Predisposing Factors of Squamous- 
Cell Carcinoma in the Mouth, Neck, and 
Esophagus. A Statistical Report from Radium- 
hemmet, Stockholm (Pradisponierende Faktoren 
fur Plattenepithelkarzinom in Mund, Hals und 
Speiserohre. Eine statistische Untersuchung Am 
Material des Radiumhemmets, Stockholm). Acta 
radiol., 1937, 18: 163. 


After a survey of the frequency and sex distribu 
tion of squamous-cell carcinoma, the author gives 
an account of the material at Radiumhemmet with 
consideration of the influence of chronic irritation 
and other predisposing factors. More than half of 
the women with cancer of the lip were pipe smokers. 
Ninety per cent of the patients with cancer of the lip 
had out-of-door work, i.e., they worked in the sun- 
light. Ninety per cent of the men with cancer of the 
pharynx, larynx, and esophagus were town dwellers. 

The findings are discussed in relation to the differ- 
ences in alcohol consumption, the type of tobacco 
used, oral hygiene, and the presence of syphilis 
The material contains a greater number of women 
than in other countries. This may be due to the 
circumstance that simple achlorhydria anemia and 
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the Plummer-Vinson syndrome, which occur almost 
only in women, are relatively common in Sweden. 
hese conditions lead to mucous-membrane changes 
in the upper part of the digestive tract which pre- 
dispose to cancer. 

In conclusion, the author discusses the possibilities 
of prophylaxis. James B. Brown, M.D. 


Berven, E. G. E.: The Radiological Treatment of 
Tumors of the Oral Cavity and Pharynx. Acta 
radiol., 1937, 18: 16. 


The author describes the methods of treatment 
employed and the results obtained at Radium- 
hemmet during the years from 1916 to 1930. In the 
course of that long period the methods have grad- 
ually developed into the technique now in use, the 
particulars of which are set forth and discussed in 
detail. 

As a rule, the technique begins with teleradium 
treatment from several fields of entry. In most 
cases from 100 to 150 gm. hours are applied; a lead 
filter of 5 mm. is used; and the distance is 6 cm. 
Che daily dosage is from 6 to 7.5 gm. hours which is 
given for about three weeks. This treatment pro- 
duces the mucosal and cutaneous reactions, epitheli- 
tis and epidermitis, described by Coutard. When 
the period of reaction is past, usually after from six 
weeks to two months, any remaining remnants of 
the primary tumor are dealt with locally by surgical 
excision, electrocoagulation, or interstitial implanta- 
tion. If any lymph-node metastases persist after the 
reaction they are dissected en bloc. 

Of 457 patients with involvement of the oral 
cavity who were treated 114 (25 per cent), of 39 
patients with carcinoma or lymphepithelioma of the 
tonsils 16 (41 per cent), and of 49 patients with sar- 
coma of the tonsils 17 (35 per cent) lived for five 
years or more without symptoms. 

James B. Brown, M.D. 


Despons, J.: Regarding the Pathogenesis of Paro- 
dontal Cysts. An Essay on Classification of 
Cysts of Dental Origin (A propos de la pathogenie 
des kystes paradentaires. Essai de classification des 
kystes d’origine dentaire). J. de méd. de Bordeaux, 
1937, 114: 472. 

According to American classification the paro- 
dontal cyst is a subdivision of odontogenic cyst. It 
forms neither at the apex (radicular cyst) nor around 
the crown of a forming tooth (dentigerous cyst), but 
develops laterally. The author insists that this type 
of cyst is of embryonal pathogenesis, being formed 
from dental epithelium, particularly the tooth buds 
for a third dentition which in man does not generally 
terminate in tooth formation. This epithelium has 
the potential ability to produce all types of cells 
found in the enamel organ, which cells may all be 
‘ound in these cysts. 

The writer believes that the parodontal cysts be- 
have like tumors, as they have a tendency to de- 
velop progressively and produce deformity of neigh- 
boring cavities without causing infection. The con- 
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tents is always aseptic unless there is an opening into 
the mouth which allows secondary infection. They 
may form adjacent to perfectly normal teeth. 

He contends that in parodontal cysts the epithe- 
lium may proliferate into the underlying tissue, 
penetrate the capsule, and invade the adjoining 
bone; and for this reason recurrence after incom- 
plete operation is frequent. 

The cyst may be unilocular or multilocular. Each 
type has an epithelium of characteristic histological 
arrangement. The unilocular type is generally be- 
nign. In the multilocular type the various epithelial 
cells are irregular and anarchical, and therefore more 
malignant. They are, in fact, adamantinomas. If 
they present an ordinary monocystic appearance 
when discovered by x-ray examination, they may 
still be adamantinomas of latent character. In this 
stage complete excision may be accomplished easily. 
Later, when they have become definitely multilocu- 
lar, they have undergone malignant transformation 
which makes surgical success less certain, even with 
the sacrifice of important tissue. For this reason his- 
tological examination is advised in all cases of cysts 
which are found to be questionable in clinical or 
roentgenological study. Kurt H. Tuoma, M.D. 


PHARYNX 


Minear, W. L., Arey, L. B., and Milton, J. T.: Pre- 
natal and Postnatal Development and Form of 
Crypts of Human Palatine Tonsil. Arch. Oto- 
laryngol., 1937, 25: 487. 

The crypts of the human palatine tonsil begin to 
appear during the third fetal month as solid in- 
growths from the epithelial wall of the tonsillar fossa. 
Subsequently these epithelial processes grow, branch, 
and canalize, although the end of such progressive 
development is not reached until late childhood. 
The formation of a lumen usually takes place first in 
the distal, most rapidly growing part of an epithelial 
ingrowth. However, simultaneous formation of the 
proximal and the distal portion of the lumen occurs 
also. 

A first phase in the development of the crypt sys- 
tem is characterized by a peculiarity of growth owing 
to which many of the epithelial ingrowths form epi- 
thelial vesicles or cystic crypts. The majority of 
these epithelial vesicles, attached to the permanent 
crypts by narrow necks, undergo progressive degen- 
eration and disappear shortly after birth. Most of 
the necks are solid, but some have lumens. How- 
ever, it is possible that some of the vesicles persist as 
the residual vesicles, or cysts, of childhood and adult 
life. 

A second phase in the growth of the crypt system, 
which also begins in the early prenatal months, is 
marked by the appearance of new first order crypts, 
by the further growth of similar crypts, straight or 
curved plate-like, of the first and second order which 
escape destruction during the first phase, and by the 
formation of many new second to fifth order crypts 
which increase in number gradually up to the time 
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Fig. 1. Lateral aspect of the crypt system in the left tonsil at twenty-one 
years. The crypts are spaced farther apart than in the child, but their number 
and order remain unchanged. In the inferior half of the tonsil the crypts have 
grown in length and thickness, but not in actual complexity, so that this region is 
now well filled in. Two small cystic crypts are indicated by stippling. The peri- 
tonsillar mucous glands in black consist of two smaller masses at the superior 
pole and one long consolidated spiral mass that extends along the anterior border 


of the tonsil. 


when the full quota is obtained, which is some time 
during early childhood. 

Although the maximum number of crypts is 
reached during childhood, later these elongate and 
enlarge by interstitial growth to form the definitive 
crypt system. In our series of models the number 
of first order crypts remains relatively constant 
throughout childhood and even until the onset of 
tonsillar senescence. A greater variety of shapes is 
found accompanying the increase in number and 
complexity of the crypts than occurs in earlier crypt 
systems. The shape of the original epithelial in- 
growth is the principal factor that determines the 
shape of the crypt. Some crypts are budlike, some 
irregularly cylindric, and some long, narrow and 
sinuous. But the curved or flat plate-like type is 


predominant in number and size. Many of the large 
first and second order crypts have constricted necks. 
Anastomosing crypts are of great rarity but have 
been demonstrated for the first time. The size and 
complexity of most crypts in the superior half of the 
tonsil are greater than in the inferior half. This 
domination persists from fetal life, at which time the 
formation of the superior part of the tonsil occurs in 
advance of that of the inferior portion. From the be- 
ginning of the development of crypts into childhood, 
the crypts of the inferior half of the tonsil are rel- 
atively short and small. The completion of growth 
inferiorly, so that this region is filled in equally with 
the superior half, is the most outstanding advance of 
the final developmental period, which produces the 
definitive tonsil. The approximate area of the epi- 
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thelial lining of the adult crypt system of one tonsil 
was calculated to be 46 sq. ins. or 295 sq. cms., 
whereas the exposed surface area of an entire phar- 
ynx was only 7 sq. ins. or 45 sq. cms. 

The final phase in the life history of the adult 
crypt system is marked by progressive atrophy and 
degeneration, reminiscent of the late prenatal and 
early postnatal period. The less complex portion of 
the crypt system of the inferior half of the tonsil is 
not only the last to attain full growth, but the first 
to degenerate. Again, vesicles and cysts appear as 
by-products, and the number and order of crypts are 
reduced. Atrophy of lymphoid tissue and compensa- 
tory formation of fibrous tissue accompany the 
degeneration of the crypt system. 

Ducts of the peritonsillar mucous glands establish 
themselves before the crypt system has attained any 
prominence. This explains why the ducts are so 
rarely found emptying into crypts, and then always 
near the mouth. Connection with crypts is the re- 
sult of secondary incorporation. Dilated mouths of 
ducts surrounded by lymphoid tissue sometimes 
simulate simple crypts into which ducts empty, but 
these should not be confused with true crypts. 

Any tendency to empty the tonsillar crypts 
through natural or artificial means must necessarily 
be highly inefficient owing to anatomical constric- 
tions and the tendency of the contents of a complex 
convergent system to impact at the bottle-neck re- 
gion of the main crypt. Such plugging is further 
enhanced by the circumstance that the main drain- 
age channel is often smaller than its tributaries. 


HEAD AND NECK 


NECK 


Craig, W. McK., and Knepper, P. A.: Cervical Rib 
and the Scalenus Anticus Syndrome. Ann. 
Surg., 1937, 105: 556. 

The clinical picture of cervical ribs and that of the 
scalenus anticus syndrome are very similar, as are 
also the surgical indications and operation. The 
symptoms result from compression or irritation of 
the brachial plexus and compression of the subcla- 
vian artery. Compression may be due to the pres- 
ence of cervical rib, an abnormally low position of 
the shoulder, high fixation of the sternum and ribs, 
low origin of the brachial plexus, or elevation of the 
first thoracic rib from spasm of the scalene muscles 
brought about by irritation of the brachial plexus. 
When cervical ribs cannot be demonstrated, resec- 
tion of the scalenus anticus muscle is usually all that 
is necessary to relieve the symptoms. In the pres- 
ence of a cervical rib without tendinous attachments 
and without obvious pressure from behind, resection 
of the scalenus anticus muscle is all that is necessary; 
but when there is evident pressure from the cervical 
rib or its tendinous attachment, resection of the rib 
and the attachment should be carried out. 

In carefully selected cases in which the symptoms 
point clearly to either cervical rib or the scalenus 
anticus syndrome, the surgical result is usually ex- 
cellent. 

Six cases are presented to illustrate the points in 
the differential diagnosis, surgical indications, and 
results. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Alpers, B. J., and Rowe, S. N.: The Astrocytomas. 
Am. J. Cancer, 1937, 30: I. 


Admitting the inadequacies of any tumor classi- 
fication, the authors have attempted to group 128 
cases of astrocytoma according to this system: 

1. Fibrillary 
a. Solid 
(1) Piloid 
(2) Diffuse 
b. Cystic 
2. Giant-cell 
3. Cellular 
The classification appears to be a logical one and 
not dogmatic, and the authors have furnished sev- 
eral well chosen photomicrographs to support their 
text. 

The gross appearance of the fibrillary type varies, 
it often being difficult to distinguish it fromeormal 
surrounding brain tissue; this type is seldom necrotic. 
Histologically it may be either piloid or diffuse, but 
in either case the cells may assume a perivascular 
grouping, or line-up in rows, or they may be impar- 
tially scattered through the stroma. In most cases 
the cells are adult astrocytes; but astroblasts are 
always to be found if searched for. In the diffuse 
type the cells appear to be fairly evenly scattered in 
the fibrillar network, and more often than not there 
are but few blood vessels to be found. In the piloid 
type there is a preponderance of long astrocytes 
which deposit long fibrils lying in parallel, densely 
packed rows. These long astrocytes usually have 
fewer processes than the ordinary astrocyte. There 
seems to be no relationship between the number of 
cells and the number of fibrils in the fibrillary type 
of astrocytoma, and clinically the sub-groupings, dif- 
fuse and piloid, are not sharply differentiated. The 
location of this type is varied, the age and sex inci- 
dence is not significant, and patients with the diffuse 
type survived only a few months longer postopera- 
tively than those with the piloid. The group as a 
whole, however, constituting 82 per cent of the series, 
supports the view that these are slowly growing 
tumors, both clinically and pathologically. 

The cystic astrocytomas present the picture of a 
slowly growing intracranial lesion, and as they occur 
chiefly in younger individuals, they respond better 
to surgical treatment. Characteristically they con- 
tain a mural nodule which is firm, vascular, and en- 
tirely of tumor tissue, and they are filled with a 
yellow fluid of high protein content. The nubbin is 
usually of the same type of cell structure as the cyst 
wall, the piloid cell being the one most commonly 
found. 

The giant-cell tumors comprise 7.6 per cent of the 
series, and therefore seem to be a less common form; 
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nevertheless, they are a well defined group histologi- 
cally. Many of the cells are multi-nuclear, they all 
contain much cytoplasm, and usually they form a 
dense fibrillar carpet. However, the tumors are never 
composed entirely of giant cells, parts of them being 
made up of fibrillary-like astrocytes. Necrosis is 
uncommon. These tumors are of a relatively slow 
growth; they are usually located in the cerebrum, 
and are often first discovered to be subcortical. 
Sometimes they require a second operation, and al- 
though the survival period after operation is usually 
very gratifying, they may recur very late after radi- 
cal surgical removal. 

The cellular type of astrocytoma does not offer 
any special gross features, and the nuclei of the cells 
do not differ from those of the fibrillary type. These 
tumors are rich in cells and poor in fibrils. The cells 
are closely packed, and there is usually a higher per- 
centage of astroblasts present. Being of a less ma- 
ture histological appearance, they may be expected 
to be clinically less benign, and this seems to be borne 
out in their rapid progression and short clinical 
course. Joun Martin, M.D. 


Kessler, M. M.: Melanoblastosis and Melanoblas- 
toma: Primary and Secondary Involvement of 
the Brain. An Anatomical Study. Am. J. 
Cancer, 1937, 30: 19. 


This article is an attempt to clarify some of the 
histological characteristics of the various types of 
melanin-bearing cells and the tumors which they 
form. There are three types of melanoblasts: one is 
derived from epithelium, and its basal cell is that of 
epithelium of the skin, or hair follicles; one is de- 
rived from connective tissue, such as the choroid of 
the eye; and one is of an undetermined origin, and 
its cells are found clustered around the dendrites of 
peripheral nerves in the epithelium of the skin. In 
contrast to the melanoblast, which inherently con- 
tains melanin, is the chromatophore, which may con- 
tain pigment simply because of its ability to phago- 
cytose melanin. In order fully to understand the 
nature and proper classification of so-called mela- 
noma, chromatophoroma, café-au-lait spots, mole, 
nevus, lentigo, and melanophore, some distinction 
must be made between the melanoblast and the 
chromatophore. 

Kessler has investigated the literature on the 
methods of distinguishing the two cell types, and by 
means of his own original studies, shows that this 
may be done by use of a specific staining reaction, 
such as the “dopa’’ reaction worked out by Bloch 
in the period from 1927 to 1929, or by use of com- 
parative anatomy and embryological studies in ani- 
mals that are known to contain pigment-bearing 
cells. Cellular morphology may then be studied in 
conjunction with either of these two methods of 
approach. 
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The author presents his anatomical observation 
on the autopsy material of six cases: one of primary 
melanoblastosis of the pia mater, one of primary 
melanosarcoma of the meninges, and four of meta- 
static melanotic tumors of the brain. In the first 
case, which was probably congenital melanoblastosis, 
the pigment-containing cells had the morphological 
characteristics of ameboid connective tissue cells. 
They were found only in the pia and the pial septa 
along the vessels, and the pigment was almost wholly 
within the melanoblastic cells, with bits of pig- 
mented cytoplasm, lost from the cell bodies, lying 
free in the pial stroma. The malignant degeneration 
of such heterotopic deposits of melanoblasts gives 
rise to a tumor, in the second case a melanosarcoma, 
the cells of which differ from the quiescent melano- 
blast. In the neoplastic cell the nucleus is highly 
chromatic, and the cell body is round and never 
attains the larger size of the resting melanoblast. 
The pigment tends to accumulate in the surrounding 
normal tissue rather than in the tumor itself, being 
deposited somewhat like an excretory product, while 
in the resting cells of melanoblastosis the pigment is 
almost entirely intracellular. 

It seems, then, that malignancy tends to alter the 
ability of the melanoblast to hold the pigment it 
creates, for it was noted in the four cases of meta- 
static melanotic tumors that pigment was concen- 
trated in gaps within the tumor proper rather than 
evenly distributed throughout the neoplastic area. 
The author has included his own conception of mela; 
notic conditions, classed according to the embryonic 
origin and the degree of malignancy, stating that 
melanoblasts may be normally placed, such as in the 
hair of the negro, or heterotopic, as in pigmentation 
of the meninges, with malignant potentialities. He 
believes that melanoblastic cells arise from both 
ectodermal and mesodermal tissues. 

Joun Martin, M.D. 


Sachs, E., Moore, S., and Furlow, L. T.: Direct 
Roentgen Radiation of Brain Tumors During 
Operation. Ann. Surg., 1937, 105: 658. 


Meningiomata are well encapsulated and can be 
removed completely. Fully 25 per cent of the glio- 
mata, however, are likely to recur, even after a latent 
period of several years. 

In the hope of destroying any remaining tumor 
cells, roentgen therapy has been used postopera- 
tively. The medulloblastomas are especially sus- 
ceptible to roentgen radiation. Small doses of x-rays 
are apt to develop a resistance to further radiation 
in certain tumors, and on the other hand, the danger 
to the skin and bones has limited the use of massive 
doses. 

In 1934 a medulloblastoma was removed from a 
boy. Recurrence of the symptoms was readily con- 
trolled by roentgen therapy, which fact proved the 
presence of a radiosensitive tumor. The patient 
finally reached the stage where the skin would not 
tolerate further radiation. In May, 1936, the old 
wound was reopened, and all vestiges of the tumor 
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were removed. Fortunately there were no signs of 
subarachnoid implants. With the wound open and 
all bone and skin protected with four layers of lead, 
sterile towels were placed over the wound and the 
patient was given 4,000 r. The wound healed with- 
out reaction, and the patient was discharged in less 
than three weeks. There was no interference with 
cerebral function after the operation, which indi- 
cated that this large dose had no ill effect on the 
normal brain tissue. 

Since then, eight other cases have been treated 
similarly. Five cases have each received 6,000 r 
without any filter, and thereby a reduction in the 
time of radiation from the usual one and one half 
hours to from thirty and forty minutes was made. 

This method makes possible the use of huge doses 
of roentgen radiation. Although no conclusions can 
yet be drawn from the cases treated, it is emphasized 
that there were no apparent harmful effects on the 
patient. Further observation is necessary to deter- 
mine the value of this method. 

Epwarop S. Piatt, M.D. 


Bracco, R.: Ganglioneuroma of the Brain (II gan- 
glioneuroma del cervello). Minerva med., 1937, 28: 
320. 


Bracco states that ganglioneuromas of the brain 
are the most infrequent tumors involving the central 
nervous system. They are almost always benign and 
are made up essentially of unmyelinated nerve 
fibers assembled in bundles which intersect one 
another in various directions. Among these fibers 
may be found groups of ganglion cells. These 
tumors usually do not produce metastases. They 
arise in connection with the sympathetic system 
and are most frequently found in the abdomen, kid- 
ney, mesentery, on the anterior surface of the 
sacrum, in the neck, and in the thorax. They in- 
volve the peripheral nerves, the cranial ganglia, and 
the dura mater less frequently, and very rarely 
occur in the brain. 

In the majority of cases young individuals are 
affected. The syndrome is very indefinite and the 
evolution of the tumors is very slow. They are 
usually found in the telencephalon, which is a part 
of the brain which embryologically undergoes the 
greatest modifications. 

After reviewing the literature on the subject the 
author reports the case of a twelve-year-old girl who 
at the age of five began to complain of buzzing in 
the right ear. This was followed by generalized 
convulsions and loss of consciousness in the course 
of a few years. She also developed an exophthalmos. 
Physical examination revealed in the right parieto- 
temporal region an area, about the size of half an 
apple, with a smooth surface and a covering of 
normal skin through which a conspicuous network 
of veins was visible. The subjacent bone was smooth 
and of a cartilaginous consistency. There was also 
a mild paralysis of the left facial nerve; otherwise 
the neurological examination was negative. Spinal 
puncture yielded a xanthochromic fluid, and the 
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reactions of Nonne, Appelt, Pandy, Boveri, and 
Weichbrodt were all strongly positive. X-ray ex- 
amination showed enlargement of the sella turcica 
with marked thinning of the squama temporalis. 

On operation a large tumor was found in the 
right parietotemporal region of the brain which 
gave rise to an intense hemorrhage when enucleation 
was attempted. Surgery was therefore discontinued. 

The immediate postoperative condition was good. 
After a week a second surgical attempt was made, 
and by means of the electric knife the remainder of 
the neoplastic tissue was removed; then the wound 
was closed. The postoperative prognosis was bad, 
however, and the patient died after several months 
with a recurrence of the original syndrome. 

Microscopic examination of the tissue removed 
at operation disclosed the presence of large ganglion 
cells of the epithelial type with a large nucleus 
placed eccentrically. These cells resembled the 
neuroblastic type of cell undergoing maturation. A 
diagnosis of ganglioneuroma was made. 

Pathogenetically, it seems that this tumor is due 
to dysembryoblastic disturbances, i.e., to local dis- 
turbances of embryonic development. The cells 
become detached from the rest of the tissue, their 
evolution is arrested, and further differentiation 
fails to occur. 

The histological diagnosis of ganglioneuroma is 
often not easy, and the condition is most commonly 
confused with gliomas, giant-cell astrocytomas, 
sympathicoblastomas, and tuberous sclerosis of 
the brain. 

The tumor described belongs to the first group of 
the Pick and Bielschowsky classification. 

RicHarp E. Somma, M.D. 


Coleman, C. C.: The Surgical Treatment of Facial 
Spasm. Ann. Surg., 1937, 105: 647. 

Paroxysmal disturbances of function are charac- 
teristic expressions of the surgical diseases which in- 
volve the cranial nerves, as is illustrated by the 
paroxysmal pain of tic douloureux and the paroxys- 
mal vertigo of Ménieré’s syndrome. The facial and 
spinal accessory nerves, also, may show paroxysmal 
exaggeration of motor function, and produce both 
deformity and disability. 

The pathology of facial spasm is entirely specu- 
lative. Harris believes that clonic unilateral facial 
spasm is due to a degenerative lesion of the nerve at 
or below the geniculate ganglion, a theory which is 
further supported by the tendency of the affected 
facial muscles in long-standing cases to develop 
weakness and contractions. 

Bilateral facial spasm, paraspasme Sicard, appears 
to have a different pathological origin from that of a 
unilateral type, the muscle contraction of the former 
being tonic in character while the latter is clonic. 
Moreover, bilateral spasm is often accompanied by 
spasm of other groups of muscles affecting phonation 
and deglutition. Bilateral facial spasm is most prob- 
ably of cerebral origin and may result from encepha- 
litis. Parker reports two cases, one presenting a 
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definite Parkinson’s disease and the other presenting 
an early Parkinson’s syndrome following encephalitis. 

Spontaneous recovery from well developed facial 
spasm probably never occurs. Starting usually as 
blephorospasm, the contractions spread until they 
involve one or both sides of the face and extend into 
the platysma muscles. The spasms are aggravated 
by excitement, activity, or fatigue. In severe bi- 
lateral cases there is, in addition to the embarrassing 
deformity, interference with vision which may result 
in complete disability. Surgery of the facial nerve 
is required to restore function when the nerve is 
paralyzed, and to reduce or abolish function when 
the spasms cause a disabling facial deformity. 

Medical treatment and psychotherapy are of no 
benefit in facial spasm. Relief can be given only by 
paralysis of the nerve by section, or by injection of 
alcohol. The spasm usually returns, but the patient 
is grateful for a period of relief lasting from six to 
twelve months. 

The author has had under observation three pa- 
tients with clonic unilateral spasm, and two with 
bilateral spasm predominantly of the tonic type. 

In unilateral clonic spasm in which the greatest 
contraction is in the orbicularis oculi muscle group, 
Coleman divides the nerve through a short incision, 
under local anesthesia. The mandibular branch of 
the nerve is preserved, and thereby the mouth is 
kept balanced, and the disfiguring unilateral smile 
is prevented. The maxillary branch is anastomosed 
immediately to the hypoglossal nerve. Improve- 
ment in tone in the facial muscles is discernible after 
about three months, and in another two or three 
weeks feeble contractions are seen about the angle 
of the mouth. Recovery of the muscle groups takes 
place from below upward, function of the orbicularis 
returning last. The frontalis muscle has never re- 
sumed function. Emotional expression is not re- 
stored, but may be imitated to a certain degree. 

Kennedy, in 1899, reported a case of facial spasm 
treated by anastomosis with the accessory nerve, a 
procedure which Adson has used in two unreported 
cases. To narrow the lid cleft following section of 
the nerve, simultaneous section of the homolateral 
cervical sympathetic chain is recommended. This 
produces a recession of the eye, a slight droop of the 
upper lid, and a lessening of the lacrymal secretion. 
In bilateral cases the hypoglossal nerve should be 
used on one side and the spinal accessory nerve on 
the other. The effect of sudden bilateral paralysis 
upon eating and drinking should be tested by injec- 
tion of both facial trunks with 2 per cent novocaine 
solution. If much difficulty is experienced by the 
patient, a two-stage operation should be done, and 
about six months should elapse before the second 
side is operated upon. 

All of the patients insisted on a preliminary sec- 
tion, or an injection of the nerve with alcohol. The 
psychology of the situation is such that Coleman 
leaves the choice of the procedure to the patient, 
after explaining what results may be expected. 

Epwarp S., Pratt, M.D. 














SURGERY OF THE 


SPINAL CORD AND ITS COVERINGS 


Langworthy, O. R.: A Curious Illustration of 
“Mass Reflex’? and Involuntary Micturition 
Following Injury of the Spinal Cord. Bull. 
Johns Hopkins Hosp., Balt., 1937, 60: 337. 


A case is reported which demonstrates the ‘‘mass 
‘eflex,”’ and especially the “‘sacral reflex,’’ described 
by Denny-Brown and Robertson in 1933. The 
‘mass reflex’? was studied by Head and Riddock in 
1917 in soldiers with transection of the spinal cord 
due to war wounds, after which the portion of the 
body controlled by the isolated segment became 
very active reflexly. Stimulation of the soles of the 
‘oot caused flexion of the legs, sweating, and evacua- 
tion of the bowels and bladder. Sex reflexes could 
also be obtained. 

Denny-Brown and Robertson found that micturi- 
tion was not immediately associated with flexion of 
the legs and was interrupted by stimulation of the 
foot because of closure of the external sphincter in 
response to such stimulation. They found that 
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vesical contraction could be induced only by stimula- 
tion of the skin supplied by the sacral segments of 
the cord. Violent contraction of the abdominal wall, 
as demonstrated by Holmes, may produce vesical 
contraction secondarily by direct stimulation of the 
bladder muscle. 

In the case reported, that of a young woman who 
had sustained an injury of the lower lumbar portion 
of the cord, reflex micturition became established. 
Impending micturition produced flexion of the toes 
of both feet, adduction of the right foot, and exten- 
sion and internal rotation of the legs. The move- 
ments were associated with cramping pain in the 
urethra and the contracted muscles. Holding the 
toes extended postponed micturition, and voiding 
could be induced by stimulation of the perineal 
region. 

Another example is given by the author in which 
the sensory impulses induced by the vesical disten- 
tion and contraction produced reflex contraction of 
the flexor muscles of the legs. 

Epwarp S. Piatt, M.D. 
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CHEST WALL AND BREAST 


Herrell, W. E.: The Relative Incidence of Oophorec- 
tomy in Women With and Without Carcinoma 
of the Breast. Am. J. Cancer, 1937, 20: 659. 


The author reviewed the case records of two 
groups of patients to determine, if possible, the in- 
fluence of castration on the subsequent development 
of malignant changes in the breast. One group con- 
sisted of 1,906 women who had received a diagnosis 
of, and had been treated for, malignancy of the 
breast. The second group was a control group of 
1,011 women forty years of age or older who had not 
received a diagnosis of malignancy of the breast. 

Of the 1,906 patients treated for mammary car- 
cinoma, only 28 (1.5 per cent) had undergone com- 
plete oophorectomy before the malignancy was 
found. If the patients who had undergone complete 
oophorectomy within three years or less were elim- 
inated, the incidence would fall to 1 per cent. In 
the control series of 1,011 patients, 15.4 per cent 
had undergone total oophorectomy. This means 
that complete oophorectomy was ten times as fre- 
quent in the women without as in those with carci- 
noma of the breast. Earv O. Latimer, M.D. 


Rouhier, G., and Oppert, E.: Painful Paraplegia 
from Triple Vertebral Metastases of a Breast 
Carcinoma Operated upon Five and One-half 
Years Previously. Cure by Radium (Paraplégie 
douloureuse par métastases de la colonne vertébrale 
en triple foyer consécutives 4 un épithélioma du 
sein opéré cing ans et demi auparavant. Guérison 
par le Radium). Mém. l’Acad. de chir., Par., 1937, 
63, 200. 


This is the case history of a woman who at the age 
of thirty-three years was treated for a carcinoma of 
the breast and axillary lymph nodes by a radical 
mastectomy. The diagnosis was confirmed histo- 
logically by Letulle who apparently considered the 
tumor to be of a high grade of malignancy. When 
the patient presented herself again there were three 
metastatic foci; namely, in the fourth cervical, the 
ninth, tenth, eleventh, and twelfth thoracic, and in 
the fourth and fifth lumbar vertebrz. 

The breast tumor was first recognized in August, 
1930. After the operation, pain occurred in the back 
as early as November, 1933. It was paroxysmal and 
gradually became more severe; paralysis developed 
in December, 1935. At this time the authors were 
consulted and the nature of the condition established. 

The treatment consisted of an external application 
of radium placed in soft rubber cushions. Each of 
the three metastatic foci received 108 mc. After pro- 
longed immobilization, consolidation of the verte- 
bre was obtained with elimination of the pain and 
paralysis. This apparent cure has lasted eight 
months. ALBERT F. De Groat, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Bird, C. E.: Variations in the Ages, Sizes, and 
Physical Characteristics of the Main Bronchi 
in Relation to Their Closure. J. Thoracic Surg., 
1937, 6: 367. 

The author performed a series of total pneumonec 
tomies on dogs, using three methods of closing th 
bronchus. In the first method the main bronchus 
after isolation, was crushed with a half-length Kell, 
clamp and then ligated with heavy braided silk. 
In the second method the walls of the bronchus were 
softened by rolling between the fingers and then 
ligating. In the third method the bronchus was 
compressed by closing a half-length Kelly clamp to 
its first notch and then ligating as before. The 
bronchus was severed after ligature by a sharp knife, 
and the untreated stump was dropped back into the 
mediastinum. The bronchial stumps were then 
examined at autopsy at various intervals. The 
author found that the stumps were closed in all 
three methods, and that neither crushing nor com 
pression were necessary. In one-fourth of the dogs 
there was found a small round cavity or narrow space 
with dark gelatinous walls in the center of the stump 
just distal to the tie. A portion of the ligature lay 
within this cavity, and when the braided silk had 
penetrated the mucosa the contents of the space had 
discharged into the lumen. The cavities were 
shown on microscopic examination to be small 
abscesses of chronic appearance. It seemed that the 
healing, although sound from the point of leakage, 
was imperfect about the ligature, which gradually 
extruded itself from its bed of sterile or infective 
necrosis into the lumen. However, there was nothing 
to indicate that either crushing or compression 
interfered with healing in any way. 

After the above experiments on dogs the author 
devised a simple method for determining the resist- 
ance of various human bronchi to closure by ligature, 
and further for determining how much their resist- 
ance would be reduced by crushing or by compres- 
sion. When the autopsies were performed the 
trachea and main bronchi were removed in one piece 
and tested by a simple apparatus which registered 
the forces involved in terms of grams. It was found 
that very little force was required to close the main 
bronchi of newborn infants. Up to the age of four 
years no more than 1,000 gm. were necessary. From 
four years up to twenty-five years the resistance was 
as high as 2,000 gm. Crushing the tissues decreases 
the resistance about 40 per cent; compression about 
30 per cent. From the age of twenty-six to forty-five 
the bronchi demand a force of about 3,000 gm., but 
after crushing this was reduced about 65 per cent, 
and after compression about 4o per cent. In the 
age group between forty-six and sixty-five resist- 
ances over 3,500 gm. were not uncommon. Crushing 
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caused a reduction of 70 per cent and compression 
40 per cent. 

In the animal experiments it was noted that after 
two weeks the healing was very solid over the end 
and sides of the stump. There is a thick pad of well 
vascularized connective tissue in which foreign 
body giant cells have appeared around bits of silk. 
‘The fibrous tissue was heavy and well nourished and 
neither crushing nor compression seemed to have 
any deleterious effect on the healing. 

J. DANIEL WILtems, M.D. 


Semb, C.: Partial Thoracoplasty in Pulmonary 
Tuberculosis (Partielle Brustwandplastik bei Lung- 
entuberculose). Norsk Mag. f. Laegevidensk., 1936, 
97: 1194. 

Collapse therapy is cavity therapy. The cavity 
should be collapsed entirely, but the collapse should 
be selective. The operative risk in this intervention 
must be minimal. Roentgenograms show that 90 
per cent of the cavities in thoracoplasty patients are 
situated in the upper lobes alone. In all of the other 
10 per cent with cavities in the middle and lower 
lobes there are cavities in the upper lobe as well. 
In the lateral view the cavity is located in the poste- 
rior section and slightly further forward in 84 per 
cent, and in the middle section and further forward 
in 16 per cent. No cavities were located solely in the 
anterior plane. 

The retraction of the lung should be accomplished 
concentrically in three planes: from the side, from 
above downward, and from the front backward, just 
as in an artificial pneumothorax without adhesions. 
To achieve this end the pulmonary apex must be 
mobilized by extrafascial division of all the sus- 


pensory ligaments of the apex, the so-called Zucker- 
kandl-Sebileausch bands, which fix the apex of the 
lung to the neurovascular trunk, to the vertebral 
column, and to the mediastinum, outside of the 


endothoracic fascia. The ribs must be radically 
resected at least in their circumference in performing 
the apicolysis. The costal periosteum, the inter- 
costal muscles, the blood vessels, and the nerves 
must be divided so that these structures are not 
loosened from the surface of the lung. The tech- 
nique is described in Acta chir. Scand. Supp. 37. 
Phrenic exeresis is not used before upper-lobe 
thoracoplasties as a rule as it works against the 
selective collapse. Depending on their condition 
the patients are operated upon in one or more stages. 
The postoperative mortality mounts proportionally 
to the number of ribs resected at one time. In all 
circumstances not more than from three to five 
ribs should be resected in the first stage. Even so, 
the effect of the increasing number of resected ribs 
is shown by the general postoperative reaction and 
by the number of fatal and non-fatal lung complica- 
tions. In a few cases the author first performed an 
extrapleural pneumolysis with radical rib resection, 
and later an extrafascial pneumolysis in one stage. 
Very recently the operation is being done more 
systematically in more stages and, because of this, 
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in spite of broader indications, better results have 
been obtained. 

Of 147 patients 10 (6.8 per cent) died within two 
months. After more than two months 7 died. The 
follow-up studies include only patients on whom 
sputum and x-ray studies were made. One hundred 
and nine patients (75 per cent) are free from tubercle 
bacilli. Of 15 patients with positive sputum prob- 
ably 4 present bacilli coming from cavities in the 
other lung. In 6 patients the follow-up failed. 
After from one to three and three fourths years’ 
observation of 99 patients, 67 were found to be free 
from tubercle bacilli and 59 were partially or 
completely able to work. Ten patients underwent 
thoracoplasty on one side with pneumothorax on 
the other without a death, and in 7 freedom from 
tubercle bacilli was obtained. Due to the careful 
technique of the last year and a quarter, and par- 
ticularly to the increase in the number of stages of 
the operation, 45 patients have been operated upon 
without a death. In 42 patients in this series the 
preliminary result was complete cavity closure 
and freedom from tubercle bacilli. 

(Koritzinsky). RicHarp H. MEADE, Jr., M.D. 


Soulas, A.: Bronchoscopotherapy in Bronchopul- 
monary Suppuration: Its Mechanism and 
Results. J. Laryngol. & Otol., 1937, 52: 2409. 


In bronchoscopotherapy the sphere of action is 
limited to the trachea and the main bronchi, as the 
bronchoscope cannot penetrate to the depths of 
the lung. The procedures comprise aspiration of the 
secretions, swabbing, cauterization, catheterization, 
removal of granulations, instillation of solutions in 
small quantities, and lavage of the main bronchi. 
The aim of these procedures is the evacuation of 
excessive secretions, the improvement of drainage, 
and the avoidance of stagnation of pus in a “septic 
tank.” 

Tracheobronchial drowning is characterized by a 
sudden and rapid flow of secretion which may pro- 
duce serious obstruction of the trachea and of the 
main bronchi. The author has observed two cases: 
(1) a patient had a collapse of the lung after opera- 
tion for a pulmonary abscess, which produced a 
tracheobronchial flooding with pus from the abscess 
and asphyxia; (2) a woman had vomiting and inhala- 
tion of secretions immediately after delivery under 
general anesthesia, which was followed by asphyxia 
with heart failure. In both cases bronchoscopic 
treatment consisted of aspiration, which resulted in 
prompt disappearance of the symptoms. The means 
of such a cure are chietly mechanical. 

Bronchopneumonia may show a large amount of 
mucopurulent secretion. The author treated three 
patients, all of whom showed good results. 

Pulmonary atelectasis is markedly relieved by 
aspiration of the smaller amounts of mucopurulent 
secretion which are present and may produce com- 
plete obstruction when associated with a foreign 
body. Pneumograms taken immediately after ex- 
traction of the foreign body show complete and 
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immediate disappearance of the atelectasis, and 
prove the purely mechanical nature of this condition. 

Broncholithiasis may produce suppuration, acute 
thoracic pain, dyspnea, fever, and expectoration of 
pus. A bronchopneumogram with lipiodol shows the 
broncholith. Extraction is difficult when the stone 
cannot be reached, unless by repeated bronchoscopic 
treatment it can be made to pass into a larger 
bronchus. 

Pulmonary abscess does not respond to simple 
aspiration, and often all of the procedures mentioned 
must be utilized, or those suitable to specific cases 
must be selected. 

Bronchiectasis calls for two procedures: (1) the 
removal of inflammatory and infective conditions; 
and (2) the emptying of the focus of suppuration, 
the ‘septic tank.’’ The treatment consists of aspira- 
tion, injections, and lavages of the bronchi at regular 
intervals over a long period of time. 

J. Danret Wittems, M.D. 


Kautz, F. G., and Pinner, M.: Periapical Empyema: 
Report of Three Cases with Necropsy Findings. 
Am. J. Roentgenol., 1937, 37: 446. 

Periapical empyema is rather rare and presents 
clinical and roentgenological features that cause 
considerable diagnostic difficulties. Of the three 
cases reported by the authors, only one was diag- 
nosed during life. In this form of empyema, the 
encapsulation of pus is confined to the upper portion 
of the pleural cavity, not always strictly to the 
anatomical pulmonary apex. It may occur as a 
complication of an inflammatory process in either 
of the upper lobes or in the apex of the lower lobe. 
The encapsulation may lie over the anterior or 
posterior surface of an upper lobe or it may surround 
it completely. The condition is observed chiefly in 
early childhood. 

The early diagnosis is difficult, chiefly because the 
clinical pictures of pulmonary consolidation and 
pleural effusion in early childhood are much alike 
and because these lesions may be coexistent. The 
roentgen findings also may be difficult of interpreta- 
tion for precisely the same reasons. Because early 
surgical intervention is often indicated, every effort 
must be made to establish the correct diagnosis. 

For purposes of diagnosis, roentgenoscopy and 
roentgenography are of prime importance. Rigler 
suggests that films be taken with the patient in the 
upright and prone positions, and lying on his side. 
The last position shows the extent and the motility 
of the shadow. These are of importance in the early 
stages when the shadow fails to show the typical 
shape and well-defined outlines. Changes in the 
patient’s posture and in the respiratory phases may 
help to distinguish parenchymal consolidation from 
pleural effusions. In the earliest stages, there may 
be a slight shifting of the mediastinum toward the 
involved side, and later on, with an increasing 
amount of pleural effusion, a more or less marked 
displacement toward the opposite side may occur. 
Atelectasis, pulmonic infiltration, and the early 


stages of pleural involvement are likely to cause a 
displacement toward the involved side. 

In cases in which doubt exists as to whether the 
clinical picture is the result of pulmonary consolida- 
tion or encapsulated periapical empyema, early 
exploratory thoracentesis is of the greatest value in 
establishing a diagnosis. 

ARTHUR S. W. Tourorr, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Cain A., & Solomon, I.: A Contribution to the 
Study of Radiosensitivity in Cancer of the 
Esophagus (Contribution a l’étude de la radio- 
sensibilité du cancer de l’cesophage). Presse méd., 
Par., 1937, 45: 334- 

The authors state that cancer of the esophagus, 
as well as cancer of the stomach and rectum, is 
especially resistant to radium therapy. All attempts 
with x-ray and radium treatment have led to only 
temporary improvement of the patient’s condition. 
Permanent cures are so exceptional that if one. is 
reported an error in diagnosis is often suspected. 

In the majority of the cases of esophageal cancer 
the physician is confronted with epidermoid epi- 
theliomas which have a rather marked degree of 
radiosensitivity. 

The author observed the case of a fifty-six-year- 
old man whose condition differed from the ordinary 
in that he presented a primary cancer of the esoph- 
agus with cutaneous metastases. The radiosensi- 
tivity of the cutaneous lesion was very low and was 
of the same order as that of the primary lesion. 

When seen at the clinic, the patient presented a 
nearly complete dysphagia, epigastric and retro- 
sternal pain, and an extreme asthenia. In the course 
of the last month he had developed an inguinal 
adenopathy at the left side. On the external aspect 
of the right leg a small painless nodule developed 
which progressively became ulcerated and gave 
rise to an oval-shaped ulcer whose long axis was 
directed vertically. The ulcer showed a necrotic 
base and its margins were raised and indurated. 

On histological examination the primary esophag- 
eal tumor was diagnosed as an epidermoid squa- 
mous epithelioma. A biopsy taken from the cutaneous 
metastasis revealed a ma->ighian spinocellular epi- 
thelioma, or squamous-celled epithelioma. 

The cutaneous lesion and the inguinal adenopathy 
were irradiated for a period of nearly two weeks 
with penetrating rays of 200 kilovolts, with a filtra- 
tion of 1 mm. copper and 2 mm. aluminium. The 
total dose per field was 2,500 r, with individual doses 
of from 200 to 250 r per field. 

About ten days later an improvement was noted 
and, as the results were encouraging, the primary 
tumor was irradiated with a total of 3,000 r in the 
anterior field and 2,000 r in the posterior field at an 
average of 300 r per day. This treatment was 
followed by no appreciable clinical improvement. 

Two subsequent biopsies taken from the cuta- 
neous lesion revealed at first a hyperplasia of the 
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connective tissue and a marked increase of keratini- 
zation. At a later stage the keratin seemed to dis- 
appear gradually and the tumor cells appeared to 
aggregate in clusters. 

he author concludes that cancer of the esophagus 
in the course of its evolution infiltrates the sur- 


rounding tissue and the retrotracheobronchial 
lymph nodes. Metastases usually occur in the liver, 
lungs, and bones. Cutaneous metastases and 
inguinal adenopathy have so far not been reported. 
The type of tumor is almost always a basal-cell or 
squamous-cell epithelioma. 

Radium therapy applied intra-esophageally offers 
at most temporary relief, and is usually of no great 
avail because of the rapid extension of the tumor 
and the impossibility of accurate determination of 
the extent of the lesion. Also, it is almost impossible 
to irradiate uniformly, and difficult to prevent irra- 
diation necroses in the mediastinum. 

Ricwarp E. Somma, M.D 


Guisez, J.: Cancer of the Esophagus Treated with 
Radium Therapy. Recurrence in Twenty-Six 
Years (Cancer de l’cesophage traité par la radium- 
thérapie. Récidive au bout de vingt-six ans). Bull. 
et mém. Soc. d. chirurgiens de Par., 1936, 28: 564. 


Guisez observed in 1910 a sixty-two-year-old 
physician who entered the hospital with complete 
dysphagia of several days’ duration. Antispas- 
modics had been of no avail. The patient was found 
to be markedly dehydrated and in a severe state of 
malnutrition. 

On examination of the esophagus the upper 
portion of the tube was found to be dilated and to 
contain residual food. Lower down, the esophagus 
was stenosed, and disintegrating masses were resting 
on an indurated base. On slightest contact a profuse 
hemorrhage was produced which proved conclusively 
the presence of an epithelioma. 

Following careful dilatation with esophageal 
bougies, radium therapy was instituted. Fifteen 
milligrams of radium were used. Six exposures of 
from five to six hours each were made at intervals 
of one or two days. Five days following the last 
exposure the patient’s condition had improved re- 
markably so that he was able to swallow food in 
sufficient quantity. Deglutition improved gradu- 
ally, and he resumed his activities as a physician. 

Nothing was heard about the patient up to the 
present time when he suddenly returned to the 
hospital with a complete dysphagia. On examina- 
tion the neoplasm was found to be present at the 
same place where it had developed before. 

In the author’s opinion, contact bleeding asso- 
ciated with the presence of disintegrating masses 
resting on an infiltrated base constitute a sure sign 
of the presence of malignancy. The author believes 
that the radium tubes may be kept in the proper 
place without danger of displacement during expo- 
sure only by means of a long sound. It is necessary 
to embed the radium in adequate platinum con- 
tainers in order to prevent secondary burns. 
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Treatment should be fractional, and the author 
believes that exposures should be made daily over 
periods of from five to six hours each up to a total of 
from twelve to fourteen treatments. The radium 
applications should be made endoscopically to insure 
correct placing of the radium. Usually the patient 
feels encouraged after a few treatments because 
swallowing soon becomes easier. Better results are 
obtained with the circular types of the tumor than 
with the unilateral forms. Vegetating and fun- 
gating lesions are more radiosensitive than sub- 
mucous and infiltrating lesions. Basicellular types 
are more amenable to radium therapy than spino- 
cellular, squamous, types. 

Biopsies are made more easily in the vegetating 
forms of carcinoma than in the submucous, infil- 
trating types. In early lesions a biopsy is definitely 
contra-indicated. The author has resorted to 
biopsies in all cases in which it was practicable and 
not dangerous, but he admits that in cases in which 
a biopsy had been performed, the results obtained 
with treatment were less rapid and less satisfactory. 

The differential diagnosis of cancer of the esoph- 
agus includes primarily syphilis and tuberculosis of 
the esophagus. Usually no difficulties are en- 
countered in making a diagnosis. 

In a subsequent discussion of this subject most of 
the participants agreed that in cases of esophageal 
malignancy biopsies are especially dangerous and 
should not be performed. RicHarp E. Somma, M.D. 


Furstenberg, A. C., and Yglesias, L.: Mediastinitis: 
A Clinical Study with Practical Anatomical 
Considerations of the Neck and Mediastinum. 
Arch. Otolaryngol., 1937, 25: 539. 

The authors studied the fascial spaces of the 
cervix and mediastinum by gross dissection, sagittal 
sections, and human embryonic sections. As a result 
of these observations they came to the following 
conclusions: 

Suppurations below the fourth thoracic vertebra 
are preferably approached and drained by dorsal 
mediastonotomy. Cervical mediastonotomy is a 
far more conservative measure, and often serves 
admirably to drain infections in the upper portion 
of the mediastinum. When pus enters the mediasti- 
num from the neck, the latter procedure is the one 
of choice. 

The technique of cervical mediastonotomy is 
described. The incision is placed on the right side 
because the right compartment of the mediastinum 
is larger, contains more lymphatics, and is the site 
of predilection for inflammatory processes in this 
region. The right side is also preferred when it is 
possible to give adequate drainage, as the left side 
of the esophagus lies in closer relation to the pleura 
as it enters the thoracic cavity than the right side. 
An incision from 5 to 6 cm. long is made over the 
anterior margin of the right sternocleidomastoid 
muscle down to the suprasternal notch. The 
sternocleidomastoid, sternohyoid, and sternothyroid 
muscles, together with the contents of the carotid 
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sheath, are retracted laterally, which retraction ex- 
poses the trachea and, at a deeper level, the esoph- 
agus. If it is necessary to elevate the right lobe of 
the thyroid, care must be exercised not to injure the 
inferior thyroid artery. By blunt dissection the 
anterior or posterior mediastinal space, depending 
on the location of the exudate, is entered. A 
drainage tube is inserted, and negative pressure is 
applied at frequent intervals. Postural drainage 
may be of advantage at times. 
Eart O. Latrwer, M.D. 


MISCELLANEOUS 


Kaiser, G.: The Clinical Picture of Hiatus Hernia 
(Das klinische Bild der Hiatushernie). Arch. f. 
Verdauungskr., 1936, 60: 51. 

Many complaints which up to the present have 
been without explanation, as for instance violent 
attacks of angina pectoris, can be traced back to 
hernial dilatation of the esophagogastric tract in- 
side of the diaphragm slit, i.e., hiatus hernia. The 
trouble usually proceeds from the stomach, as from 
pressure under the sternum, frequent regurgitation, 
or heart burn; or it is a question of oppressive tension 
in the lowest part of the esophagus and in the first 
part of the stomach whereby the vagus nerve is 
irritated. After many recurrences of the attacks 
the musculature is damaged on account of the de- 
crease of blood in the coronary vessels. The roentgen 
film is of great help. The treatment is not very 
promising as the sufferers are usually people over 
sixty years of age, yet no case of bleeding to death 
has been observed. Of 126 patients observed by 


the author, 35 patients with hiatus hernia were free 
from complaints, 29 revealed other serious diseases 
upon examination, and 62 presented only the hiatus 
hernia as the cause for the complaints. As the 
esophagus in the slit is attached like connective 
tissue, but is not quite stationary, it is possible that 
part of the stomach is depressed upward. Most of 
the time there is a dilatation of the esophagus close 
over the diaphragm with more or less strong attacks 
of a sensation of fullness. 

Frequently the patient obtains immediate relief 
by breathing deeply, by stretching, by regurgitating, 
also artificially by taking sodium bicarbonate; 
often, however, the attacks turn out to be true 
angina pectoris. The author illustrates the variety 
of complaints by giving several histories of the 
disease, and calls attention to the similarity of the 
symptoms to those of biliary colic, gastric crises, 
inflammation of the intercostal nerves, cancer and 
ulcers of the stomach, liver contraction with venous 
dilatation in the esophagus, thyro-toxicoses, and 
stomach cramps. The gastric juice is not strongly 
acid. Frequently there is an inflammation of the 
gastric mucous membrane. The extent of the com- 
plaints seems to be independent of the extent of the 
hernia. It is more important to determine whether 
strangulation will result. This is often brought on 
by chronic constipation, ascites of long standing, 
obesity, chronic cough, and a sudden strong in- 
crease in the pressure in the abdomen, as for in- 
stance from an accident or violent vomiting and on 
account of age. In advanced age the esophagus be- 
comes somewhat looser in the slit of the diaphragm. 

(EGGERT). CLARENCE C. REED, M.D. 
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SURGERY OF THE ABDOMEN 


GASTRO-INTESTINAL TRACT 


Télb6ll, E.: A Case of Volvulus Ventriculi Totalis 
(Ein Fall von Volvulus ventriculi totalis). Hosp.- 
Tid., 1937, Pp. 14. 


Volvulus of the stomach is a great rarity. In 1922 
Weiss found only thirty cases in the literature 
covering a period of sixty years. The rotation axis 
between the pyloris and the cardia, the long axis, 
is to be differentiated from the rotation axis between 
the greater and lesser curvature of the stomach, the 
transverse axis. The rotation may be a total of 180, 
or only a partial one. The latter occurs in gastric or 
perigastric lesions, such as ulcer, scar-tissue adhe- 
sions, and diaphragmatic hernias. Predisposing 
causes of total volvulus are hypermotility of the 
stomach and gastroptosis. By far the most cases of 
volvulus occur in adults of forty years and over; 
although two cases were observed in children of two 
and five years by von Siegel and Dujon. 

The symptoms of a total volvulus are those of a 
high bowel obstruction, and the symptoms of a 
partial obstruction are less severe and consist chiefly 
of pains and digestive disturbances. Of the known 
thirty-four cases only five were correctly diagnosed 
and operated. The diagnosis depends upon the 
following important and characteristic signs. The 
vomitus is watery, never biliary nor fecal, and 
ceases shortly. It is followed by emesis of mucus 


out of the esophagus. At the same time, it is im- 


possible for the patient to ingest even the least 
amount of nourishment. Complete closure of the 
cardia makes it impossible to pass a sound. Roentgen 
plates cannot be made as no contrast material can 
be swallowed. The author reports a case of a pre- 
viously healthy forty-three-year-old woman who 
had nine normal deliveries. She was very suddenly 
seized with symptoms of bowel obstruction. Pal- 
pation over the epigastrium revealed a tumor filled 
with watery contents. After seven days a laparotomy 
was done without confirming the diagnosis. There 
was a complete rotation of the stomach, the greater 
curvature being above and the lesser below the long 
axis of the stomach and, besides, a transverse rota- 
tion which placed the cardia below and to the right 
and the pylorus above and to the left. Replacing 
the organ was easy, but in two hours the woman died 
in collapse. (Port). Marutas J. Serrert, M.D. 


Hunt, V. C.: Benign Tumors of the Stomach. Sur- 
gery, 1937, 1: 711. 

Statistics obtained from the literature show that 
tumors arising from the muscular structure of the 
gastric wall comprise 60 per cent of all benign tu- 
mors, while those of epithelial origin make up an 
additional 30 per cent. A perusal of the literature 
shows that benign tumors of gastric origin make up 
from 0.5 to 5 per cent of all gastric neoplasms. 


Most benign tumors of the stomach are symptom- 
less, but when symptoms occur they may be bizarre 
or suggestive of peptic ulcer, and possibly they may 
be complicated by hemorrhage or intermittent py- 
loric obstruction. Anemia in these cases sometimes 
presents a blood picture simulating that of pernicious 
anemia. Peptic ulcer has been found present in a 
high percentage of cases of benign tumor of the 
stomach. 

The author presents two cases. In the first the 
symptoms were characteristic of peptic ulcer com- 
plicated by one massive and several small hemor- 
rhages. Hemorrhage recurred six months later. 
The hemoglobin was 45 pef cent, and the erythro- 
cytes numbered 3,340,000. Roentgenological ex- 
amination of the stomach revealed a niche on the 
greater curvature of the stomach. At operation a 
tumor 9 by 4 by 4. cm. was removed and partial gas- 
trectomy was performed. The diagnosis was leio- 
myoma and peptic ulcer. 

The second case reported gave a history of weak- 
ness and anemia for thirteen years with occasional 
gastric disturbances. A diagnosis of pernicious 
anemia had been made elsewhere. The hemoglobin 
was 37 per cent and the erythrocytes numbered 
1,690,000. The patient’s general condition was 
built up and at operation several tumors were pal- 
pable in the stomach. A large tumor was removed 
by sleeve resection and several others by local ex- 
cision. The diagnosis was polyposis of the stomach 
with early malignant degeneration. 

In approximately 60 per cent of the cases in which 
operations have been performed, the tumor was 
removed by partial gastrectomy, and in a smaller 
number of cases by sleeve resection and local trans- 
gastric excision. 

The value of early diagnosis of benign tumors of 
the stomach is stressed. These tumors are readily 
accessible and may be removed easily. It must be 
kept in mind that it is impossible to tell whether 
the tumor is benign or malignant except by direct 
examination. RIcHArD J. BENNETT, JR., M.D. 


Balfour, D. C.: Factors of Significance in the Prog- 
nosis of Cancer of the Stomach. Ann. Surg., 
1937, 105: 733. 


The curability of cancer of the stomach by 
surgical removal of the growth has been well es- 
tablished. When the growth and the regional lymph 
nodes can be thoroughly extirpated, five-year cures 
occur in about 30 per cent of the cases. This figure 
is based on 18 per cent of five-year cures when the 
lymph nodes are involved, and 48 per cent of five- 
year cures when they are not involved. In view of 
the absolute hopelessness of the disease when treated 
by any other method, the importance of developing 
every means of recognition while the growth can yet 
be removed should be emphasized. 
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Accuracy in the prognosis of disease is properly 
interpreted by the layman as an evidence of pro- 
fessional experience and knowledge. When the 
condition is inoperable, any information which can 
be given as to the expectation of life, the nature of 
the symptoms which probably will mark the course 
of the disease, and what can be expected from the 
treatment of these symptoms is most gratefully re- 
ceived. Also, in those cases in which the growth can 
be removed, or some palliative procedure can be 
carried out, the family should be informed of the 
facts on which the prognosis is based. 

The findings reported here, as related to the 
prognosis, are based on a series of 4,793 cases of 
gastric carcinoma in which operation was performed 
at The Mayo Clinic in the period from 1906 to 1931. 
In 2,112 of these cases the growth could be removed 
either for palliation or in the hope of cure. The 
expectation of life in the group in which exploration 
revealed the disease too advanced for either gastric 
resection or gastro-enterostomy was five months. In 
the group in which gastro-enterostomy was per- 
formed, the expectation of life was only one month 
more, or six months, and the mortality relative to 
the operation was 11 per cent. 

In the cases in which the growth was removed, 
the hospital mortality was 13.9 per cent. A low 
mortality is chiefly dependent on proper preparation 
of the patient for operation and meticulous attention 
to all those details which lessen the likelihood of 
development of the two chief causes of death in such 
cases, namely, peritonitis and pneumonia. 

Many factors may be taken into consideration in 
estimating the prognosis when the growth can be 
extirpated; namely, the age of the patient; the dura- 
tion of the symptoms; the gastric acidity; the size, 
situation, and extension of the lesion into the serosa, 
and lymph nodes; and the pathological character- 
istics. Although some of these factors prove to be 
of little significance, they are at least interesting, 
and contribute to a better knowledge of the basis of 
prognosis. 

In so far as age is concerned, it was shown in this 
series that the percentage of five-year survival in 
the disease was higher among the older patients, 33 
per cent in the age group from forty-five to fifty-four 
years as contrasted with 25 per cent in the group 
from thirty-five to forty-four years old. 

The length of history disclosed the interesting fact 
that five-year survivals were more frequent among 
those cases in which gastric symptoms were of longer 
duration; for of the patients whose symptoms had 
been present for twelve months or more, 35 per cent 
lived five years, while of those whose symptoms had 
been present for six months or less, 25 per cent were 
alive and apparently well at the end of five years. 

The investigation of survival based on the size of 
the lesion disclosed the curious fact that there was 
greater expectation of life among patients who had 
the larger lesions than among those who had the 
smaller lesions. This is probably attributable to the 
fact that the smaller lesions are more likely to be of 


a penetrating character and also of a higher degree 
of malignancy than the larger lesions. 

The situation of the lesion is of significance, and 
in this series the observations of others are confirme:), 
The observations referred to are, namely, that the 
nearer the lesion is to the pylorus, the more difficult 
it is to cure; and that removable lesions in the body 
of the stomach are accompanied by a distinctly 
higher rate of survival (40 per cent) than those near, 
or involving, the pylorus (28 per cent). This may 
be attributable to the fact that regional lymphatic 
structures are more easily removed with thorough- 
ness when they are in the former situation than in 
the latter, and also to the fact that not enough 
attention has been given to the importance of re- 
moving a segment of the first portion of the duode- 
num. It has been shown that although gross in- 
volvement of the duodenum is exceedingly rare in 
cases of cancer of the stomach, microscopic invasion 
can be demonstrated quite frequently. 

The extension of the lesion has great significance 
in the prognosis. Five years after operation, for 
cancer of the stomach, as has been noted earlier, 18 
per cent of the patients whose lymph nodes are in- 
volved and 48 per cent of those whose lymph nodes 
are not involved are alive. The difference is 30 per 
cent. 

The most accurate prognostic information ob- 
tainable in this series proved to be the grading of 
malignancy by the method of Broders, in which the 
degree of cellular differentiation is recorded as of 
Grades 1, 2, 3, and 4. Of the patients with car- 
cinoma of Grade 1 or 2, 63 per cent were alive five 
years after operation, and 55 per cent were alive ten 
years after operation. Of the patients with car- 
cinoma of Grade 3 or 4, only 20 per cent were alive 
five years after operation. These results again sub- 
stantiate the fact that grading of malignancy stands 
first in importance in the prognosis. 

The codrdination of these various factors added 
definitely to the accuracy in prognosis at the Clinic. 
Also, this investigation has supported the con- 
tention of surgeons that the surgical treatment of 
cancer of the stomach can and does accomplish more 
than is recognized, and that constant repetition of 
this fact is the best means of effecting earlier 
recognition of the disease. 


Bracci, U.: Sarcoma of the Stomach (Il sarcoma 
gastrica). Ann. ital. di chir., 1937, 10: 1. 


Bracci gives a clinical and autopsy report of the 
single case of sarcoma of the stomach observed at 
the Royal Surgical Clinic in Rome between 1919 
and 1936. Two hundred and seventy cancers of the 
stomach were operated on during the same period. 
The patient was a woman, fifty years old, who was 
first seen four months after the beginning of the 
symptoms, epigastric pain, and progressive emacia- 
tion and weakness. Two weeks after the onset she 
noticed a nodule in the right axilla, which gradually 
increased to the size of a mandarin. On admission 
there was a palpable mass in the epigastrium and 
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radiological examination revealed a stenosis in the 
descending portion of the stomach. Biopsy on an 
axillary gland showed a small round-cell sarcoma. 
The patient had repeated hematemesis and died 
within two weeks. At autopsy a huge ulcerated 
tumor was found on the lesser curvature. There 
were metastases to the mesenteric and retroperi- 
toneal glands and the right adrenal gland. 

The author gives a general review of sarcoma of 
the stomach, including statistical and_ historical 
facts, and discusses the classification, pathology, 
symptomatology, clinical and radiological diag- 
nosis, and treatment. 

The article is accompanied by photographs and 
an extensive bibliography. 

M. E. Morse, M.D. 


Hejduk, B.: Two Interesting Cases of Acute Bowel 
Obstruction in Carcinoma of the Small In- 
testine (Zwei interessante Fille von akutem 
Darmverschluss bei Carcinom des Diinndarmes) 
Zentralbl. f. Chir., 1937, p. 205. 


Primary carcinoma of the small intestine is very 
unusual; up to date about 88 cases have been pub- 
lished. The disease generally develops during the 
course of chronic bowel obstruction. 

The two new cases reported are especially note- 
worthy because the bowel obstruction occurred 
very suddenly without any preceding symptoms of 
cancer. In the first case, that of a sixty-three-year- 
old man, the obstruction resulted suddenly from the 
lodging of a piece of undigested beef fascia, which he 
had eaten the day before, ina part of the bowel nar- 
rowed by cancer. In the second case, that of a 
forty-nine-year-old man, the obstruction followed 
gastric resection for benign pyloric stenosis. A 
second laparotomy revealed a narrowing of the 
efferent loop of the bowel due to carcinoma. The 
obstruction resulted from the greater amount of 
food passing into the intestines after the gastric 
resection. After resection both patients recovered. 
In the first case, unfortunately, metastases followed 
in one and one-half years. Histologically, both 
neoplasms proved to be adeno-carcinoma. 

(LEHRNBECHER). MAraras J. SEIFERT, M.D. 


Mnuchin, N.: Acute External Duodenal Fistulas 
(Die akute aeussere Duodenalfistel). 1936: Leipzig, 
Dissertation. 


To the 96 cases of external duodenal fistula re- 
ported by Kittelson in 1933, the author adds 67 from 
the literature, and 9 from the Payr Clinic in Leipzig. 
This makes a total of 172 cases. 

In evaluating the réle of drainage of the peritoneal 
cavity as a cause of this condition, the author found 
that tamponade or drainage had been performed in 
55 per cent of the cases; and although no mention 
was made of drainage in the remaining 45 per cent, 
it surely must have been used in a large number. 
According to Horsley a tampon is dangerous be- 
cause it prevents healing and union by sucking out 
the lymph. There are three factors responsible for 
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fistula formation: (1) inadequate closure; (2) necro- 
sis from mass ligation, damage to adjacent struc- 
tures; (3) leakage, or perforations which had not 
been closed. These three causes have a 3:2:1 rela- 
tionship. 

Of the 9 cases comprising the author’s series, 1 
occurred in a patient with duodenal ulcer; 2 were 
secondary to perforation of a duodenal ulcer; another 
followed separation of the suture line; and 5 occurred 
in patients with gastric carcinoma. Surgical inter- 
vention consisted of gastro-enterostomy with pyloric 
exclusion in 6 cases, and gastro-enterostomy and 
closure of the fistula in 2 cases; tamponade alone was 
employed in another case which presented a sub- 
phrenic abscess without demonstrable suppuration, 
but with evident secretion and leakage of gastric 
juice. 

In a group of 143 cases the fistula manifested itself 
during the first week in 84; between the second and 
third week in 35; and between the third and sixth 
week in 17. The critical time for appearance of the 
fistula was between the third and fifth postoperative 
day. The marked loss of duodenal secretion occurs 
because the pylorus remains persistently patent on 
account of inadequate reflex closure. 

There is much in favor of the theory of Barsony 
and Hortobagyi, who believe that the cause for 
fluid loss lies in muscular depression of the gastric 
motor nerves. They explain the effect of the duode- 
nal fistula on the flow of secretion, as a persistent 
irritation which initiates hyperstalsis above the 
fistula. The chemical pathology is also adequately 
discussed and clearly explained. 

The prognosis is grave as a rule. The mortality is 
37 per cent, but it has improved markedly within 
recent years. The prognosis is especially bad after 
rupture of the duodenum and duodenal ulcer. 

Conservative therapy consists in preventing or 
limiting the out-pouring of the secretion. This can 
be achieved by radical limitation of food taken by 
mouth, or by establishing a functioning gastro- 
enterostomy, a procedure used in Leipzig, which 
makes feeding by mouth possible. The importance 
of protecting the skin, proper nutrition, and preven- 
tion of toxemia by the generous administration of 
chlorides is emphasized. 

The statistical results comprise 209 attempts at 
cure in 172 patients with success in 62 per cent. 
Fifty-seven patients were treated surgically and 152 
conservatively; surgical therapy resulted in cure in 
44 per cent, and the conservative measures in 67 per 
cent. Therefore, the latter are the author’s choice. 

The chemistry of the blood and urine should be 
watched daily. Every patient should receive large 
quantities of salt solution and dextrose. The loss of 
chlorides should be decreased with atropine, and the 
pancreatic secretion should be reduced with insulin. 
An attempt to introduce a duodenal sound should 
be made, and when this cannot be done a jejunos- 
tomy is indicated. The fistula should be treated by 
the Puffer method, as described by Potts. A gauze 
tampon saturated with one-tenth normal hydro 
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chloric acid and a tampon containing beef extracts 
and olive oil should be used. The skin over the 
fistula should be drawn together with adhesive tape. 
Surgical therapy should be secondary to the con- 
servative measures. 
(Enpre Makar). Samvet J. Focrerson, M.D. 


Colbeck, J. C., Hurst, A. F., and Lintott, G. A. M.: 
Regional Ileitis (Crohn’s Disease). Guy’s Hosp. 
Rep., Lond., 1937, 87: 175.. 

A case of regional ileitis, which was first described 
by Crohn and subsequently became more widely 
known under the name of “‘Crohn’s disease,” is 
described, together with the pathological and bac- 
teriological findings. The latter indicate that the 
condition is not tuberculous. A second case, in 
which recovery followed short-circuiting without 
excision, is also described. 

The symptoms of the disease are briefly dis- 
cussed. In view of the present lack of knowledge 
concerning the cause of this condition, a reasonably 
restricted conception of Crohn’s disease and of the 
grounds on which such a diagnosis can justifiably be 
made should be maintained. Even with the applica- 
tion of certain definite circumscribed diagnostic 
criteria the condition is by no means a rarity. 

The good prognosis resulting from suitable treat- 
ment is emphasized. SAMUEL Kaun, M.D. 


Pemberton, J. deJ.; and Brown, P. W.: Regional 
Ileitis. Ann. Surg., 1937, 105: 855. 

There are two clinical types of regional enteritis: 
(1) the involvement of a rather short, localized seg- 
ment, which usually consists of a single lesion, and 
(2) a similar process which involves longer segments 
and usually consists of multiple lesions. Pathologi- 
cally, both types differ grossly in extent, but micro- 
scopically both are associated with the same granu- 
lomatous process and tend to destroy all the intes- 
tinal walls, to cause stricture, and not uncommonly 
tend to cause adhesions to the adjacent bowel and 
produce fistulous formation. 

Etiologically, there is as yet no final agreement. 
The first query always is: “Are you sure it is not 
tuberculosis?’’ To the best of knowledge, this par- 
ticular lesion is not tuberculosis. Repeated sections 
have been stained for the tubercle bacillus and in 
several of the authors’ cases, as well as those reported 
by others, guinea pigs have been inoculated, but 
there has not been any evidence of tuberculosis. 

Clinically, ulcerative colitis and regional enteritis 
are similar. In both, there is usually the history of 
early exacerbations and remissions. As time goes 
on, the disease becomes more continuous and more 
resistant to treatment. 

The authors have seen both the acute and chronic 
stages of inflammation of the small bowel. In some 
cases the appendix was chronically inflamed, and in 
others it was acutely inflamed. Appendicectomy 
was the only operation performed in these cases. 

The authors have selected only the cases in which 
lesions originated in the small intestine and were not 
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associated with true ulcerative colitis or with pri- 
mary granuloma of the cecum. Whenever there 
has been doubt as to the presence of intestinal tu- 
berculosis, even though the positive evidence was 
very scanty, such a case has been omitted from this 
study. Likewise, the authors have not included that 
small but most interesting group of solitary ileal 
ulcers and ulcers of Meckel’s diverticulum reported 
previously. 

Adhering to rigid selections, this report comprises 
39 cases observed at the clinic from 1922 to date. 
The presence of the lesion was established by 
operation or necropsy. Thirty-six patients were 
subjected to operation at the clinic and 2 were 
operated upon elsewhere. One patient died without 
being subjected to operation. 

The age distribution parallels that found in a 
series of cases of ulcerative colitis, in which 29 of 
the 39 patients were less than forty years of age. 
This probably is merely indicative that the more 
active lymphoid tissue of young people is an impor- 
tant predisposing factor in any inflammatory dis- 
ease. The sex factor was not significant in the cases 
of regional ileitis as 23 of the patients were males 
and 16 were females. 

In the 3 cases in which the jejunum only was 
involved, the involvement was extensive. The ileum 
was involved in 34 cases. There were 2 cases of mul- 
tiple involvement or “‘skip areas” throughout much 
of the small bowel. 

Grossly the lesion consists of an inflammatory 
process which is rather sharply localized to a single 
segment of bowel, but occasionally involves two or 
more segments that apparently are separated by 
intervening segments of normal bowel. In the more 
active phase the involved segment is greatly swollen, 
heavy, and reddened. In the more chronic phase of 
the disease, marked edema, engorgement, and exu- 
date have disappeared to a large degree, but the in- 
testinal wall is still greatly thickened. It feels 
leathery and in most instances is free of adhesions. 

Pain, which is the outstanding feature of the 
disease, was present in 38 of the 39 cases. Efforts 
to localize the lesion by the distribution of the pain 
are helpful in only one respect; that is, the pain is 
more likely to be situated below the umbilicus than 
above it. 

Fever, which often was associated with chills, 
occurred in 21 cases and no doubt occurred in 
others. Secondary anemia occurred in 17 cases. In 
1 case in this series, tarry stools were associated 
with the attacks of pain and fever. 

In this series of cases nausea and vomiting fre- 
quently were associated with the attack, and in 
many instances they had led to an unsuccessful 
operation. There were no significant changes in the 
blood, although a macrocytosis was noted in some 
cases; but this could be considered only a suggestive 
sign. 

A typical, pathognomonic clinical syndrome of 
regional enteritis has not been elaborated; in fact, 
the clinical diagnosis remains conjectural or tenta- 
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tive until roentgenological evidence of the disease is 
adduced. 

The fact that 26 of these 39 patients had under- 
gone one and often more unsuccessful operations 
for this disease is evidence of its seriousness, as is 
the fact that in the past the disease has remained 
unrecognized even after laparotomy. 

The treatment of regional ileitis is essentially 
surgical and usually necessitates removal of the dis- 
eased segment with reéstablishment of the continuity 
of the intestinal tract. The operation may be per- 
formed in one or two stages. In a large proportion 
of the cases the disease is complicated by obstruc- 
tion, by acute or subacute inflammatory changes, or 
by the presence of abscesses or intestinal fistulas 
when the patients are seen by a surgeon. 

Although six of the eight patients who were sub- 
jected only to the first stage of the procedure, ileo- 
colostomy, for localized enteritis reported that they 
were well and free of symptoms for from two to five 
years after operation, the authors believe that resec- 
tion of the involved portion of the bowel is indicated 
in all cases in order to prevent the spread of the in- 
fection. In one case in which the patient delayed 
returning for the second stage, resection, for four 
years, a recurrence of the process was discovered 
in a short localized segment of ileum at the site of 
the previous end-to-side ileocolostomy. 

The authors think that the interval between the 
stages of the procedure should be varied, and 
should depend chiefly on the general condition of 
the patient and the nature of the complicating 
lesion. In no instance have the authors seen any 
progress of the disease occur between the first and 
second stages when the interval did not exceed six 
months, but on the contrary there has been with- 
out exception a very marked subsidence of the in- 
flammation which greatly facilitated resection. 

Surgical treatment was employed in 36 cases. 
Data are available in 35 of the 36 cases in which 
operation was performed. Twenty-two patients are 
apparently well, 1 is in fair health, and 6 are not 
well. Two deaths occurred in the hospital, and 4 
patients died after they returned home. The im- 
mediate surgical mortality was 2 or 5.5 per cent. In 
these 36 cases, 47 major surgical procedures were 
carried out with a mortality of 4.2 per cent. 

In three cases in which only a short-circuiting 
operation was performed, a deficiency syndrome 
with the hematological picture of primary anemia 
has developed. It is impossible to say whether or 
not this syndrome is related to the ileitis. All of the 
deficiencies are being controlled by liver. In another 
case a deficiency disturbance, comparable to the 
wet type of beriberi, developed after the operation. 
This disturbance cleared up promptly as a result of 
a normal diet plus Vitamin B. 


Perman, E.: Appendicitis in Children (Appendizitis 
bei Kindern). Acta chirurg. Scand., 1937, 79: 359. 


The author reports 590 cases of appendicitis in 
children, 151 of which were associated with peri- 
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tonitis. Of the latter 16 (10.6 per cent) terminated 
fatally. A comparison with appendicitis occurring 
in adults shows that severe appendicitis is more 
common in children. The condition develops more 
rapidly, and free peritonitis and perforation occur 
more often. The capacity of a child to overcome 
peritonitis is relatively good. If this were not true 
the mortality would be much higher than it is in 
view of the many severe cases which occur. 

In the diagnosis of an intra-abdominal abscess 
in which the roentgen orientation picture does not 
provide definite evidence, very valuable information 
can be obtained from a cystogram. An abscess 
reveals itself as a defect in the bladder shadow. 

At the onset of the condition the stools are often 
normal, or they may be diarrheic. There was con- 
stipation in only one-third of the cases. When 


diarrhea with marked symptoms of appendicitis is 
present, the condition is usually far advanced. 


Suzuki, S.: Histobacterioscopic Examination in 
Acute Gangrenous Appendicitis (Histobak- 
terioskopische Untersuchung akuter gangraenoeser 
Wurmfortsatzentzuendung). Mitt. d. Path., 1936, 
9: 49. 

Seventy gangrenous appendices obtained by op- 
eration were examined bacteriologically and histo- 
logically by the author. At the same time 17 normal 
appendices, as well as appendices obtained in early or 
interval operations, were examined as controls. The 
contents were examined bacteriologically, and sec- 
tions were examined bacterioscopically by means of 
Gram’s coloring matter and the silver impregnation 
method of Levaditi. In all gangrenous appendices, 
edema, hemorrhage, cell infiltration and tissue 
necrosis were found to be more or less pronounced, 
and occasionally severe necrosis of the lumen with 
perforation was observed. The gangrenous process 
was least pronounced at the base of the appendix and 
most pronounced at the tip. Bacteriologically the 
contents of the appendix yielded many typical and 
atypical colon bacilli; and in individual cases, entero- 
cocci, pyocyaneus bacilli, staphylococci, and in one 
case a type of anaerobe were found in culture. Colon 
bacilli, enterococci, or proteus bacilli, as well as 
anaerobic organisms were observed generally also. 
Bacterioscopically many different types of bacteria 
were obtained from the necrotic layer of mucosa and 
submucosa lying near the lumen. There were long 
and short rods with Gram-positive coloring, and a 
few Gram-positive monococci, streptococci-like 
cocci, Gram-positive diplococci, and other micro- 
organisms. In the deeper structures of the appendix 
wall the variety and number of bacteria decreases. 
In the muscularis and subserosa only a few Gram- 
positive diplococci and monococci and short rods 
were found. In the non-gangrenous appendices only 
monococci and diplococci were observed. The bac- 
terioscopic findings were not always parallel with 
the degree of histological changes. Only in extensive 
necrosis many different bacteria entered the deeper 
structures. From the findings in early gangrenous 
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as well as phlegmonous appendicitis it was observed 
that ulcerative processes, epithelial defects, or nec- 
rosis must be present in order that the bacteria in 
the lumen can enter into the deeper tissues. 
(HauMANN). Wiitttam C. Beck, M.D. 


Hurst, A. F., and Knott, F. A.: Regional Colitis. 
Guy’s Hosp. Rep., Lond., 1937, 87: 187. 


Regional colitis may be regarded as a form of 
ulcerative colitis in which the disease is localized to 
a single segment of the colon. The rectum and lower 
part of the pelvic colon are not involved. It was first 
described as a clinical entity by Bargen and Weber in 
1930 and so far as the author is aware, no other 
article has appeared in the literature on this particu- 
lar subject. Bargen and Weber described 11 cases, 
in which there was no sigmoidoscopic evidence of 
ulcerative colitis, although the patients had charac- 
teristic symptoms; an opaque enema showed that 
ulcerative colitis was present in an isolated segment 
of the proximal colon. The diagnosis was confirmed 
by laparotomy in 11 patients and by autopsy in 3 
patients. 

A case of regional ulcerative colitis associated with 
bacillus asiaticus was cured by partial colectomy. 
A medical man, age forty-one years, had had bi- 
lateral pulmonary tuberculosis at the age of twenty 
years. He recovered and was able to take care of a 
large general practice. In February, 1925, he felt 
very tired and had an attack of colic and diarrhea 
with the passage of blood in the bowel movements. 
This condition persisted for three months. Severe 
colicky pains recurred in the left side of the abdomen 
and the bowel movements were attended with great 
pain. A carcinoma of the colon was suspected but 
sigmoidoscopy was negative. By September, 1936, 
he was passing six stools per day. There was much 
blood present. Abdominal pain was severe in the 
left lower abdomen. He vomited when forced to 
eat solid foods. The descending and iliac colon could 
be felt as a hard cord. The blood count was nearly 
normal and he had no fever. An opaque meal re- 
vealed a normal colon as far as the splenic flexure 
where there appeared to be a considerable degree of 
obstruction, the result of spasm. The typical appear- 
ance of severe polypoid ulcerative colitis was clearly 
visible in the entire descending and iliac colon. In 
addition to the usual bacillus coli communis and the 
enterococcus, the stools contained large numbers of a 
non-lactose fermenter, which proved to be bacillus 
asiaticus. It was agglutinated by the patient’s serum 
in a dilution of 1 to 50. No tubercle bacilli could be 
found on repeated examination. 

A diagnosis of regional colitis was made and 
laparotomy performed. Jones removed the colon 
from a point in the transverse colon 5 in. from the 
splenic flexure to a point in the pelvic colon 3 in. 
from the junction with the iliac colon. An end-to- 
end anastomosis was made together with a tempo- 
rary cecostomy. Recovery was uneventful and by 
October the patient was feeling very well. His stools 
were normal and no occult blood was present. Re- 


peated cultivations of the stools showed the absence 
of bacillus asiaticus. 

Microscopic examination of the excised portion of 
the colon showed a severe inflammation, but no 
evidence of tuberculosis. Some polyps were present 
which were true adenomas, but others were pseudo- 
polyps or tags of simple hypertrophic mucous mem 
brane separated from the intestinal wall by the 
ulcerative process. At the base of these tags, ulcera 
tion persisted in some areas; in others healing had 
taken place. Joun W. Nuzum, M.D. 


Bowing, H. H., and Fricke, R. E.: The Technique of 
Radium Treatment of Carcinoma of the Rec- 
tum. Radiology, 1937, 28: 521. 


A review of the 132 cases in this series of patients 
with carcinoma of the rectum who were first referred 
for radium therapy at The Mayo Clinic during 1934 
indicated that most of the patients were in the ad- 
vanced age group, their average age being fifty-eight 
years. Other degenerative diseases were present in 
many cases and the life expectancy was not high. 
In the majority of the cases the lesion was inoperable 
as a result of its extent and fixation, or because of 
metastases. 

Radical or aggressive radium therapy was em- 
ployed in twelve cases and consisted of interstitial 
treatment with radon seeds or radium element 
needles, with or without the aid of surgical dia- 
thermy. This treatment was also used as a pre- 
operative measure and radical excision of the growth 
was carried out later. Contact treatment was given 
with two tubes strapped together to form a plaque, 
which plaque was maintained securely against the 
lesion by rectal packing. This treatment was em- 
ployed in eighty-nine cases. Daily treatments were 
given until the entire surface of the lesion was 
irradiated. Another method of attack in the case 
of small lesions was destruction of the growth by 
fulguration followed immediately by the contact 
method of treatment. Patients treated in this man- 
ner should be reéxamined every three months, and 
further treatment given if necessary. 

Conservative or limited treatment was used in the 
remaining thirty-one cases in this series. In these 
cases the lesion was advanced and inoperable, and 
palliation was all that was intended. The technique 
consisted of external irradiation with either radium 
at a distance or roentgen rays. Teleradium was 
employed over the lymph nodes of the groins; 
heavily filtered tubes were placed in the center of 
annular growths, and additional vaginal applications 
were employed for female patients. 

Radium is a very flexible agent and treatment can 
be applied in a variety of ways. Each patient must 
be studied carefully and the intent of treatment defi- 
nitely established; that is, whether it is to be applied 
for cure or only for palliation. The technique differs. 
In the smaller group of cases showing a possibility of 
cure, especially close coéperation with surgical 
treatment is indicated. Colostomy is optional but 
very valuable. 
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The treatment of carcinoma of the rectum presents 
obstacles not encountered in the treatment of 
malignant neoplasms in other organs. The treat- 
ment is necessarily tedious and involves extreme 
care and concentration; it cannot be done hurriedly, 
nor can it be standardized. The good results vary 
directly with the care and judgment exercised and 
with the experience of the physician in treating this 
intractable condition. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Martin, C. L.: Roentgenological Studies of the 
Liver and Spleen. Am. J. Roentgenol., 1937, 37: 
633. 

The studies of the author are based to a consider- 
able extent on those of Pfahler, who has shown that 
good films made in an antero-posterior position with 
a 25-in. target film distance usually outline the under 
border of the liver so that its shadow can be meas- 
ured. He made use of two dimensions. The 
‘Jength”’ of the liver was measured from the lower 
right edge to the highest point on the upper border 
of the right lobe. In a large series of normal in- 
dividuals the average figure for this measurement 
was 21.3 cm., the lowest 18.0, and the highest 22.0. 
The other dimension was called the thickness or 
“width” of the liver and was measured from the 
highest point on the right lobe to the midportion of 
the lower border. The average width was 12.8 cm., 
the narrowest was 10.0 and the widest 14.0. 

Unfortunately, the spleen is rarely visualized in 
ordinary films and its study requires the injection 
of thorium dioxide, which is a more specialized 
procedure. 

Although pneumoperitoneum was popularized in 
this country by Stewart and Stein in 1919, the use- 
fulness of the procedure was greatly augmented 
when Alvarez discovered in 1921 that carbon dioxide 
was safe for intraperitoneal injection. Not only can 
the size and shape of the liver and spleen be demon- 
strated, but adhesions about them can be outlined 
also. The procedure is of great value in studying 
the cause of unexplained ascites. However, despite 
the clear delineation of changes in the liver and 
spleen on the film, the determination of the under- 
lying pathology is still quite difficult because such 
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a large number of diseases may produce these 
changes. 

A marked reduction in the size of the liver is usu- 
ally due either to acute yellow atrophy or atrophic 
cirrhosis. The liver in acute or subacute yellow 
atrophy is smooth in outline and shows a progres- 
sive decrease in size during the course of the disease. 
The cirrhotic liver is also much reduced in size, but 
its surface is usually irregular because of hobnail- 
like projections. 

Another differential point is the degree of splenic 
enlargement revealed by the pneumoperitoneum 
studies. In acute yellow atrophy the spleen may 
show slight enlargement, but in atrophic cirrhosis 
the splenomegaly is quite pronounced. 

The findings in ten cases of cirrhosis studied by 
pneumoperitoneum at Baylor University Hospital 
are tabulated. The diagnoses in these cases were 
made clinically by the medical department. 

All degrees of hepatic enlargement can be demon- 
strated by pneumoperitoneum. Barron and Litman 
found in a study of 12,000 autopsies only 4 causes 
responsible for 58 very large livers, weighing 4,000 
gm. or more. In this series, 48 were produced by 
malignancy; 5 by melanoma; 2 by leukemia; 2 by 
amyloidosis, and 1 by Hodgkin’s disease. The dis- 
covery of a very large liver should therefore always 
suggest the presence of carcinoma, unless the blood 
studies show the presence of leukemia, or an ade- 
nopathy suggests the presence of Hodgkin's disease. 

All of the very large livers must at some time 
have a moderate size, and the causes of great 
enlargement must also be considered as the causes 
of moderate enlargement. However, a large num- 
ber of other conditions produce some hepatomegaly 
but never very large livers. Two such conditions are 
cardiac decompensation and acute infections; but 
both of these conditions are definitely contra- 
indications to the use of pneumoperitoneum. 

The author goes into an extensive discussion of 
the clinical and pathological aspects of enlargement 
of the spleen and liver. He concludes that pneumo- 
peritoneum constitutes a valuable method for deter- 
mining the size and identity of solid soft-tissue 
structures in the upper abdomen. It is obvious, 
however, that the method must be combined with 
other clinical procedures for the diagnosis of the 
chronic disorders which cause these changes in the 
liver and spleen. HAroLp C. Ocusner, M.D. 
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UTERUS 


Palmstierna, K.: A Large Cyst of the Uterus (Fine 
grosse Uteruszyste). Acta obst. et gynec. Scand., 1937, 
17: 105. 

An operation for sterility in a woman of thirty 
vears revealed a stalked cyst formation, larger than 
a man’s head and proceeding from the fundus of the 
uterus. The thick stalk was fibromuscular, showing 
neither glands nor communication with the endo- 
metrium. The cysts, lined with serosa, contained 
water-clear matter and presented a fibromuscular 
wall on the base and a more fibrous wall on the upper 
portion. The epithelium was basally cylindrical, 
ciliated, and in parts villously arranged. A small 
cyst pressed into a septum between the cysts was of 
particular interest. The lumen and epithelium of 
this cyst resembled those of the tube. 

Several cases of uterine cysts analogous to the 
cysts present in this case are recorded with a view 
to clearing up their genesis. The author arrives at 
the conclusion that in all probability the cyst forma- 
tion was developed from a budding of the interstitial 
portion of the tube during an early embryonal stage. 


Hamant, A., and Chalnot, P.: The Diagnosis of 
Cancer of the Cervix (Le diagnostic du cancer du 
col de l’uterus). Rev. franc. de gynéc. et d’obst., 1937, 
32: 109. 

In view of the great importance of making an 
early diagnosis in cancer of the uterus, the author 
recommends systematic periodical examinations of 
women beyond a certain age, particularly of any 
who seem predisposed to cancer of the uterus because 
of many deliveries or previous lesions of the cervix. 

The classical texts generally describe only the late 
signs of cancer, and the early ones are not as well 
known as they should be. The very earliest stages 
can be recognized only microscopically. At a some- 
what later stage there is no palpable tumor and the 
cancer remains localized at its point of origin. When 
small tumors a few millimeters in diameter have 
developed the cancer is no longer early but has 
probably existed for some time. 

The suspicious early signs are any irregular 
hemorrhage: especially a slight red discharge follow- 
ing coitus, an intermenstrual discharge in women 
who have not yet reached the menopause, an 
atypical discharge at the time of the menopause, or 
a discharge resembling beef juice after the meno- 
pause has begun. Vaginal examination in such 
cases may show a roughened cervix, slight erosions, 
or friable tissue which bleeds easily on a hard, rigid 
background. Speculum examination confirms these 
findings. Franqué says that many cases can be 
detected before symptoms begin by finding an 
abnormal form of the cervix and a special hardness 
of the tissue. 


Hinselmann has constructed a special colposcope 
for examining the cervix by electric light. It en- 
larges the image, the best enlargement being 1014 
diameters. If the enlargement is greater than that 
it decreases the size of the field of vision. Because 
of the intense light and the enlargement, the 
slightest lesions of the cervical mucous membrane 
can be examined carefully, such as irregularities of 
the surface, erosions or ulcers, papillary prolifera- 
tions, hyperkeratoses, and hyperemia or spots 
where changes in the epithelium have occurred. 
One of the most important findings is that of leuco 
plakia, which is much more frequent than is gen- 
erally believed and which is very frequently a 
precursor of cancer. However, it is not specifically 
cancerous as it may be caused by inflammation or 
syphilis. Specimens should be taken from suspicious 
zones and examined histologically. If the woman-is 
young and capable of child bearing, and the lesions 
are apparently benign, the case can be followed-up, 
and examinations made every six months; on the 
slightest sign of cancerous degeneration the cervix 
should be amputated. 

The Lahm-Schiller test is made with iodine. The 
normal cervical mucous membrane contains glyco- 
gen and on the application of Lugol’s solution turns 
dark brown. Glycogen is lacking in cancerous 
epithelium, especially when it is young, and the 
tissue remains white or pink. Ulcerations and 
erosions do not take the stain because they have no 
epithelial covering. They remain red. Gland epi- 
thelium does not take the stain, and therefore an 
ectropion of the intracervical mucous membrane 
remains red. However, even non-cancerous corneal 
degeneration of the mucous membrane, whether 
inflammatory, syphilitic, or even simply irritative, 
gives a positive test. Therefore, the results of the 
test are not absolute and must be completed by 
biopsy. In making the test care must be taken not 
to injure the mucous membrane and remove the 
cells containing glycogen, as this would give false 
results for the test. The hysteroscope may be used 
in the diagnosis of intracervical cancers. Its chief 
object is to obtain a biopsy specimen under the 
control of vision. 

Hysteromucography is a recent method of exam- 
ination. A special diagnothorine, which is a 25 per 
cent colloidal suspension of thorium, flocculates on 
the mucous membrane and leaves a thin layer of 
thorium oxide which is opaque to the roentgen rays. 
The solution is introduced through a double return- 
flow catheter, as the object is to get a circulation of 
the fluid which will leave a deposit on the mucous 
membrane. A flow of from 4 or 5 c. cm. of the fluid 
is enough, after which the roentgenogram is taken. 

The final diagnosis must be based on biopsy. 
There is not the danger of infection or dissemination 
that was once feared if the proper technique is used 
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and the specimen is taken by a gynecologist or 
pathological anatomist, not by a general practi- 
tioner. A positive diagnosis is certain, but a nega- 
tive finding does not prove that the patient has no 
cancer. AupDREY Goss Morcan, M.D. 


Aron, M.: The Biological Diagnosis of Cancer of the 
Cervix (Diagnostic biologique du cancer du col). 
Rev. frang. de gynéc. et d’obst., 1937, 32: 108. 


The author emphasizes the fact that he is de- 
scribing his method at this time chiefly for the 
purpose of getting other investigators to test it. It 
is a method of diagnosis for cancer in general. 

It seemed probable to him that there were toxins 
in the urine in association with cancer. He demon- 
strated this fact by injecting an extract of the urine 
of patients with cancer into rabbits and showing 
that it produced changes in the suprarenal glands, 
which are very sensitive to toxins. As the objection 
was made that the histological picture of the supra- 
renal glands varies considerably even under normal 
conditions, he excised bits from the left gland and 
compared the findings with those after the injection 
of the urine extract. Having proved that there are 
such toxic substances in the urine of patients with 
cancer, his next step was to work out a biological 
reaction for the diagnosis of cancer, using the extract 
of urine as an antigen. 

The urine extract used as an antigen is prepared 
from the urine of patients known to have cancer. 
It is precipitated first with 95° alcohol, three volumes 
of alcohol to one of urine. The precipitate is redis- 
solved in physiological salt solution, about 100 
c.cm. of salt solution to the extract from 1,000 
c.cm. of urine; then shaken; and then the filtrate of 


the solution is re-precipitated with three times its 
volume of acetone. The precipitate obtained by 
centrifuging is dried in a vacuum, rubbed up in a 
mortar, and a 2 to 4 per cent solution is made of it 


with 8:1,000 salt solution. The filtered solution 
should be perfectly clear and remain so on being 
heated to 90° on a water bath. The blood serum 
to be examined, which has been separated from the 
blood by centrifuging, should be clear also. Seven- 
tenths cubic centimeters of the blood is added to 
2 c.cm. of the urine extract in a test tube 13 mm. 
in diameter, and 0.3 c.cm. is placed in another. If 
enough serum is available, lower and higher con- 
centrations, such as, 0.6 c.cm. and 0.9 c.cm., should 
be used also. For each tube a control tube is used 
in which the 2 c.cm. of urine extract is heated to 
go° for half an hour and refiltered if necessary. The 
mixture is homogenized by shaking and the tubes 
placed in the incubator at 38° for eighteen hours. 
A first reading is then made and the tubes left at 
laboratory temperature for from six to eight hours, 
when a second reading is made. If there is distinct 
turbidity with or without flocculation in the experi- 
mental tubes and the control tubes are clear the 
reaction is positive; if the experimental tubes as 
well as the control tubes remain clear or show only 
very slight turbidity it is negative. 


This test proved positive in 124, or 80 per cent 
of 155 cases of cancer diagnosed clinically; doubtful 
in 22, or 14.2 per cent; and negative in 9, or 5.8 per 
cent. It was positive in 6, or 2.7 per cent of 222 
non-cancerous cases; doubtful in 9, or 4 per cent; 
and negative in 207, or 93.2 per cent. 

The method is not ready for practical use yet 
because of the very great variability in the urine 
extracts of patients with cancer. Until a stand- 
ardized antigen can be produced, the test should be 
used with great caution. The author hopes for the 
collaboration of other workers in perfecting the 
test. AuDREY G. Morcan, M.D. 


Hamant, A., and Chalnot, P.: Early Detection; 
Present Status of the Struggle Against Uterine 
Cancer (Le dépistage précoce; état actuel de la 
lutte contre le cancer utérin). Rev. frang. de gynéc. 
et d’obst., 1937, 32: 186. 

Statistics collected by the authors in 1931 showed 
that on an average patients did not come for treat- 
ment of cancer of the uterus until five months after 
the disease had begun. The best means of over- 
coming this delay are by: (a) periodical examina- 
tion; (b) greater effort on the part of physicians and 
medical personnel; (c) education of the public. 

If periodical examinations were made it is be- 
lieved that the majority of carcinomas, even those 
that do not cause symptoms, could be recognized 
early by the classical symptoms of leucorrhea and 
hemorrhage appearing after humoral changes in the 
tissues. Periodical examination would show the 
evolution of precancerous lesions, such as cervicitis 
and leucoplasia. Histological examinations of such 
lesions should be made periodically. Periodical 
examination may be repugnant to some women, 
particularly women of the working class who have 
to be examined before doctors and medical students. 
If the examinations could be made private they 
would be accepted much more readily. At least all 
women over forty years of age who come to hos- 
pitals for any disease should be examined for cancer. 
Such periodical examinations have been instituted 
in the United States for the women of the army. 
Since the publication of the circular recommending 
them, 8,824 women have been examined and 72 
malignant tumors discovered. Periodical examina- 
tion should be encouraged by the social insurance 
societies. 

The individualistic and critical habit of mind of 
the French people has interfered with the general 
adoption of periodical examinations in that country. 
However, the general practitioner should be en- 
couraged to make such examinations, and recom 
mend them and explain their value to his patients. 
If the general practitioner detects suspicious symp- 
toms and does not want to undertake the responsi- 
bility of treatment he can refer the patient to a 
specialist. Greater attention should be paid in 
medical schools to the technique of vaginal examina- 
tion and the teaching of the latest methods of cancer 
diagnosis. The latest works on the subject such as 
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those of Hartmann and Jeanneney in France, and 
the work edited and distributed to physicians by 
the American Medical Association in the United 
States should be placed at the disposition of physi- 
cians. Ducuing has organized a course of lectures 
on cancer for physicians at Toulouse. The most 
competent specialists in the country lecture there. 
Midwives, also, should be taught the essentials of 
detecting lesions of the cervix. On detecting any- 
thing abnormal they should send the patient to a 
physician. The work of detecting cancer may be 
done in gynecological hospitals or in special cancer 
institutes. The social insurance societies should aid 
in the detection of cancer by giving examinations 
free, or for a nominal charge, and by instituting an 
anti-cancer propaganda. 

The public must be made to realize that cancer 
of the cervix is curable in the majority of cases if 
diagnosed early and that the danger increases with 
the length of time before detection. They must be 
taught that the only means of treatment are sur- 
gery, or roentgen or radium therapy. The language 
should be adapted to the understanding of the 
public to which it is addressed; it should be very 
simple for the uneducated classes, and more scien- 
tific for those who are more educated. Every 
method of instruction should be used, lectures, 
leaflets, radio, and newspaper publicity. There are 
good popular works on cancer control in the United 
States, Germany, and England, but very little 
material of this kind is available in France. 

Dangerous advertising must be carefully super- 
vised. In Hungary there is a medical commission 
which supervises all medical advertising in the 
press. Similar measures have been taken in Ger- 
many and Switzerland, and should be taken in 
France. AvuprEY Goss Moran, M.D. 


Curtillet, E.: The Metastases of Carcinoma of the 
Cervix (Les méstastases du cancer du col). Rev. 
franc. de gynéc. et d’obst., 1937, 32: 297. 

The author defines metastasis as any secondary 
cancerous nodule which is not in direct continuity 
with the primary lesion. He distinguishes three 
types: (1) distant adenopathies, (2) vaginovulvo- 
perineal metastases, and (3) metastases in other 
parts of the body. 

While metastases in carcinoma of the cervix are 
rare when compared to those in mammary cancer, 
they are sufficiently frequent to warrant attention 
even though they rarely enter the clinical picture in 
an early stage. The question whether present-day 
radiation therapy has caused metastases to appear 
earlier than formerly has been raised frequently but 
never answered. The author is of the opinion that 
radium therapy has not increased the frequency of 
metastases, but admits the possibility that radiation 
treatment may cause them to appear earlier than 
they would otherwise. There is as yet no distinct 
agreement as to the relationship between the his- 
tology of the cancer and the metastatic tendency. 
When carcinoma becomes generalized, on an 


average of from two to four metastases are found. 
Multiple metastases are frequent. All portions of 
the body may be involved. Clinical and post- 
mortem statistical studies differ as to the points of 
predilection for their occurrence. 

Considerable difference of opinion exists as to the 
mode of spread of metastases. Retrograde metas- 
tases from retrograde embolism, or lymphatic or 
venous blockage, accounts for certain vaginal and 
vulvar lesions. For distant metastases, the blood 
stream and lymphatics may be held accountable. 
The author believes that the common vertebral 
metastases result from retrograde metastasis through 
the prevertebral lymphatics; and that cutaneous 
lesions, especially in the region of the umbilicus, 
and pancreatic and skull localization are explicable 
only through the lymph route. Hepatic metastases 
are to be explained only through the portal blood 
stream. 

The clinical diagnosis of metastases is often diffi- 
cult. X-rays are of value in detecting bony in- 
volvement; exploratory laparotomy may be neces- 
sary in other cases. Palpable adenopathies usually 
present no difficulties in diagnosis. Sacral and 
sciatic pain is the outstanding symptom of lumbo- 
sacral involvement. The clinical course is very 
variable. Approximately 50 per cent of the metas- 
tases appear within six months after treatment; the 
remainder appear in from seven to forty-eight 
months. At rare intervals, the metastatic lesion is 
the first sign of cancer. The appearance of cancer 
generally means a poor prognosis for life expectancy, 
usually from two to eight months. Retrograde 
metastases have a less grave prognosis. 

Treatment must be individualized. Many metas- 
tases are inaccessible to either the surgical or radia- 
tion approach. Only the retrograde metastases 
promise any ray of hope. When the lesions are 
accessible, radiation or surgical treatment occa- 
sionally gives at least temporary relief. 

Harotp C. Mack, M.D. 


Michon, L.: Surgical Treatment of Cancer of the 
Uterus Not Associated with Pregnancy (Traite- 
ment chirurgical du cancer du col de l’utérus— 
en dehors de la gestation). Rev. frang. de gynéc. et 
d’obst., 1937, 32: 206. 


The author describes the technique of the pallia- 
tive operations for cancer, simple amputation of the 
cervix and simple hysterectomy; also the radical 
operations, radical abdominal hysterectomy, vaginal 
hysterectomy, radical colpohysterectomy by the 
combined vagino-abdominal route and systematic 
removal of the glands. The indications for the use 
of these methods have been decreased greatly since 
the introduction of roentgen and radium treatment. 
The palliative operations are hardly indicated any 
more. Surgery may be associated with radiotherapy 
used either before or after operation. 

The operative mortality before the introduction 
of radiotherapy was more than 20 per cent in some 
statistics for the radical Wertheim operation. Since 
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the indications have been decreased it has been 
reduced to from 2.66 to 9 per cent in the statistics 
from different countries. The mortality for vaginal 
hysterectomy is somewhat lower than that. Urinary 
complications are also much less frequent and less 
serious than they formerly were. 

The statistics of eighteen authors are given; they 
show the results of surgery after five years or more. 
Statistics for a shorter period than that are of no 
yalue in cancer. The average number of cures for 
more than five years was more than 4o per cent, a 
figure that compares not unfavorably with that for 
radiotherapy. Vaginal hysterectomy is preferred 
in Vienna, but in France the preference is for the 
abdominal method. The author does not think the 
approach is of so much importance if radical removal 
of the glands is carried out. The surgeon who is a 
thorough master of one technique of hysterectomy 
should use it in preference to any other. The ad- 
vantages of combining surgery with irradiation are 
now generally admitted. Pre-operative radium 
therapy is indicated particularly in cases with 
hemorrhage and discharge. Healing of the ulcer 
has the double advantage of stopping the discharge 
and preventing infections that might originate from 
the ulcer. Postoperative radium therapy is not in 
favor in France, but it is very much used in Vienna. 

Operation is indicated in certain forms of tumor 
that are resistant to irradiation, such as, epi- 
theliomas not of epidermal origin and epitheliomas 
with mucicarminophile cells; also in cases of re- 
sistance to irradiation due to anatomical lesions or 
infections; and in cases in which insufficient irradia- 
tion has been given and the cancer has become 
radioresistant. In the last condition another attempt 
at irradiation would be almost a certain failure and 
would probably be aggravated by radionecrosis. 
Otherwise, surgery is indicated only in cases well 
within the limits of operability, cases of Class 1 and 
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2 of the Geneva classification, with a movable 
uterus. Aubrey G. Morcan, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Mueller, G.: A New Report on Clinical Manifesta- 
tions and Therapy of Ovarian Actinomycosis 
(Ein neuer Beitrag zur Kasuistik und Therapie der 
Ovarialaktinomykose). Zentralbl. f. Chir., 1937, p. 
243. 

The author reports a third case of ovarian ac- 
tinomycosis in addition to his two previously pub- 
lished. 

The patient was a nullipara who had had ovarian 
inflammation for six years, and a recurrence in the 
past three years. The patient has been ill since 
March, 1934, with gastro-intestinal symptoms. In 
April the condition grew worse, with high fever, 
vomiting, diarrhea, pains in the lower abdomen, 
burning on urination, cystitis, thickening of the 
adnexal on both sides of the uterus, and infiltrations 
in the cul-de-sac of Douglas. She became afebrile at 
the end of July. In September she was readmitted to 
the clinic. Laparotomy was performed and acti- 
nomycosis of the right ovary was found. Bilateral 
removal of the adnexa was done. She was discharged 
from the clinic as well at the end of October. 

In November she experienced mild ‘intestinal 
symptoms. Six weeks after the operation she was 
given x-ray irradiation over seven fields in seven 
days, each irradiation being 400 r with 4 ma., FK. 
30 cm., and a filter of 1.5 Cu. and 1.0 Al. She was 
also given Trauner’s lymph-gland extract II. The 
symptoms disappeared. The general condition was 
good. The patient desired to marry. 

Ovarian actinomycosis is always secondary to 
actinomycosis of the intestines. The condition may, 
however, recur after a considerable period of latency. 

(CRISTOFOLETTI). JACOB E, Kietn, M.D, 
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PREGNANCY AND ITS COMPLICATIONS 


Sussman, W.: The Use of Parathyroid Extract in 
the Control of Early Nausea and Vomiting of 
Pregnancy. Am. J. Obst. & Gynec., 1937, 33: 701. 

The patients in this study were divided into two 
groups. All of them were placed on a diet high in 
carbohydrates, low in fat, and with restricted condi- 
ments. The patients in Group I were given about 
40 gr. of calcium daily by mouth, usually in the 
form of phosphate, and 10 c.cm. of a ro per cent 
solution of calcium gluconate at varying intervals 
intravenously. The patients in Group II were 
given the calcium orally and roo units of parathy- 
roid extract every two or three days, in some cases 
intramuscularly and in others intravenously. A few 
of the patients in the second group were also given 
calcium gluconate parenterally. 

In Group I the nausea and vomiting persisted an 
average of 30.5 days after treatment was instituted 
and an average of ro1 days in pregnancy. In Group 
II, in which parathyroid extract was used along 
with calcium, the symptoms persisted an average 
of only 11.2 days and an average of 76 days in preg- 
nancy. In Group II there were three patients in 
whom the parathyroid extract and calcium failed 
to control the vomiting. Epwarp L. Cornett, M.D. 


Contiades, X. J.: Research on the Morphology of 
the Postgravid Ureter. 2. Sequelz of the Pye- 
lonephritis of Pregnancy (Recherches sur la 
morphologie de l’uretére postgravidique. 2. Sé- 
quelles des pyélonéphrites gravidiques). J. d’urol. 
méd. et chir., 1936, 42: 511. 

Many of the lesions of the urinary tract, such as 
persistent pyuria, ureteral or renal stones, and renal 
sclerosis, owe their origin to pyelonephritis starting 
during pregnancy which was not treated carefully 
enough afterward to insure its complete cure. Preg- 
nancy predisposes to infection of the urinary pas- 
sages because of the stasis produced. Where there is 
pyelonephritis during pregnancy, roentgenographic 
studies reveal marked dilatatioa of the ureter and 
kidney pelvis. 

The author has followed-up fifteen cases of pyelo- 
nephritis which developed during pregnancy and has 
classified them as follows: 

1. Cases with morphological modifications of the 
pelvis and ureter in the first six months after delivery. 
Examinations were made in the first six weeks, from 
three to four months after delivery, and from four to 
six months post partum. 

2. Cases with morphological modifications of the 
pelvis and ureter after long-standing pyelonephritis 
of pregnancy. 

In conclusion the author states that ascending 
ureteropyelography offers a method of observing the 
changes that occur after delivery in pyelonephritis of 


pregnancy, and gives valuable aid in making a prog- 
nosis, as well as acts as a guide to proper treatment. 
The observations show that a return to normal is 
quite rapid after relatively benign infections, but 
dilatation remains for a long time after severe ones. 
This fact helps to explain the recurrence of pyelo 
nephritic symptoms several years after a pregnancy 
in certain patients. Marsu W. Poorer, M.D. 


LABOR AND ITS COMPLICATIONS 


Livchina, R. L.: The Management of Labor in Con- 
tracted Pelvis (Thérapeutique de l’accouchement 
dans les cas de bassin rétréci). Gynéc. et obst., 1937. 
35:274. 

In considering the management of labor in the 
contracted pelvis, Livchina notes that other factors 
than the absolute size of the pelvis are to be con- 
sidered, such as the size and malleability of the 
fetal head, the resistance of the soft parts, and the 
strength of the uterine contractions. 

At the author’s clinic in Charkov, any pelvis with 
an external conjugate less than 18 cm. was con- 
sidered to be contracted; the true conjugate was 
measured only occasionally. During the five-year 
period covered by this report there were only 2 
cases of asymmetrical pelvis. During this period 
there were 13,200 deliveries at the Clinic; the pelvis 
was contracted in 1,980 cases, or 15 per cent. The 
flat pelvis was the most common type, occurring in 
880 cases; the justominor was next in frequency, 
occurring in 685 cases; the flat justominor pelvis was 
found in 413 cases; and a contracted oblique pelvis 
in 2 cases, as noted. 

In the 1,980 cases of contracted pelvis, delivery 
was spontaneous in 1,812, or 91.5 per cent. This 
percentage of spontaneous deliveries is higher than 
reported in most clinics, and is attributed by the 
author to his policy of expectant treatment in all 
cases of contracted pelvis. The highest percentage 
of spontaneous deliveries was obtained in the 
slighter degrees of contraction, i.e., in those cases 
in which the external conjugate was from 17.5 to 
18 cm. In regard to the form of the pelvis, the 
highest percentage of spontaneous deliveries was 
obtained in the flat justominor pelvis; this is 
natural as in this type of pelvis the fetal head is 
submitted to equal pressure from all sides, and is 
therefore adapted more easily to the shape of the 
pelvis; also, women with this type of pelvis fre- 
quently have small infants. It is noted that spon- 
taneous delivery occurred more frequently in 
primiparas than in multiparas, which is explained 
by the greater force of uterine contractions in 
primiparas, and also by the fact that the infant was 
usually smaller. In both primiparas and multiparas 
young women had a higher percentage of spon- 
taneous deliveries than older women. 
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The average duration of labor in primiparas was 
twenty hours and thirty-five minutes; in multiparas 
sixteen hours and twenty minutes. The more the 
pelvis was flattened, the longer the duration of 
labor; this was due in part to more frequent pre- 
mature rupture of the membranes and abnormal 
presentations in flattened pelves. Rupture of the 
perineum occurred in 273 of the spontaneous de- 
liveries; 225 of the women were primiparas. There was 
some puerperal morbidity, 7.e., fever of 38° C. orabove, 
at some time after delivery in 183 cases, or 10.1 per 
cent of the 1,812 spontaneous deliveries. It occurred 
more frequently in primiparas than in multiparas. 
There were no maternal deaths in the spontaneous 
deliveries; 59, or 3.3 per cent, of the infants were 
still-born, and 7 of these were macerated. 

All patients with contracted pelvis were kept 
under constant supervision while in labor; no general 
rules were established for operative interference, but 
a decision was made in each case, taking into con- 
sideration all factors, including the Henkal-Bokmen 
sign and the fixation of the fetal head according to 
Muller. 

Operative delivery was necessary in 168 cases; in 
28 of these because of transverse presentation. The 
simple forceps was used most frequently in 83 
cases; version was employed in 41 cases; and the 
high forceps in 20 cases. Cesarean section was done 
in only 5 cases. Among these 168 cases there was 
puerperal morbidity in 41 or 24.1 per cent; one 
maternal death; and 58 or 34.5 per cent still-births, 
not counting the macerated fetuses and the fetuses 
in which the heart sounds had ceased before admis- 
sion to the Clinic. 

The author is of the opinion that in most cases of 
contracted pelvis, delivery by the vaginal route is 
preferable to cesarean section, and that the latter is 
indicated only when the disproportion between the 
fetal head and the size of the pelvis is absolute. 

AticE M. MEYERS 


Anderson, D. F.: Intrapartum Infection. J. Obst. 
& Gynec. Brit. Emp., 1937, 44: 264. 


In a series of 11,075 deliveries at the Johns Hop- 
kins Hospital 207 instances of intrapartum infection 
occurred, an incidence of 1.9 per cent; 33.3 per cent 
of the cases of intrapartum infection occurred in 
white patients and 66.7 per cent in colored. There 
was no appreciable difference in the mean age of the 
patients with intrapartum infection as compared 
with that of the clinic patients as a whole; 51.7 
per cent of the patients were primiparas, while 
24.6 per cent had had five or more children. Where- 
as in the clinic 34 per cent of the normal patients 
had vaginal examinations, 56 per cent of the 
patients having intrapartum infection were similarly 
examined; 56.3 per cent of the maternal deaths in 
the series occurred in patients who had been exam- 
ined vaginally prior to admission to the hospital by 
their own medical attendants. The character of the 
labor pains was judged to be satisfactory in 50.2 
per cent of the cases. The onset of labor was spon- 


taneous in 77.8 per cent, and induction other than 
by drugs was performed in 22.2 per cent. The 
operative incidence for the hospital population of 
the obstetrical department was 22.9 per cent, while 
for the patients with intrapartum infection it was 
more than twice as great, i.e., 48.8 per cent. Both 
the maternal mortality and the fetal mortality were 
more than twice as great in the patients subjected 
to operative procedures. {n the patients with intra- 
partum infection the incidence of manual removal 
of the placenta was 4.3 per cent as compared with 
o.8 per cent in the service as a whole. The mean 
blood loss was greater and the incidence of post- 
partum hemorrhage was more than double that 
noted in normal patients. Whereas 17.5 per cent of 
the total number of patients in the service developed 
puerperal infection, this complication occurred in 57 
per cent of the patients with intrapartum infection. 
With an intrapartum elevation of the temperature 
to 100.8° F. or less there was no maternal death, 
nor was a fatal result recorded in cases in which 
the pulse-rate did not exceed 100 per minute during 
labor. Prolonged labor, over 30 hours, occurred in 
19.5 per cent of the primiparas and in 11.5 per cent 
of the series. The average duration of labor was 
considerably greater in patients with intrapartum 
infection than in the service generally. No maternal 
deaths occurred when labor was of less than five 
hours’ duration. In the group of 176 patients with 
intrapartum infection, an elevation of the tempera- 
ture was first observed before rupture of the mem- 
branes in 36.4 per cent, and after rupture in 63.6 per 
cent. Only one maternal death (6.3 per cent) 
occurred when the membranes had been ruptured 
for less than twelve hours prior to delivery. The 
total number of infants stillborn or dead before the 
sixth day after delivery was 70 (33.4 per cent). The 
stillbirths numbered 59 (28.2 per cent), with macera- 
tion of the fetus in 16 (21.1 per cent) of them. The 
maternal deaths in the series numbered 16 (7.7 per 
cent). Seven (43.8 per cent) of these occurred within 
twenty-four hours after delivery and 10 (62.7 per 
cent) within ninety-six hours. Conservatism is 
advocated in dealing with cases of intrapartum in- 
fection. J. THoRNWELL WITHERSPOON, M.D. 


Aldridge, A. H.: Extraperitoneal (Latzko) Cesarean 
Section. Am. J. Obst. & Gynec., 1937, 33: 788. 


Success with the extraperitoneal Latzko cesarean 
section demands: (1) obstetrical skill and experience 
in selecting cases with proper indications for the 
procedure. (2) a thorough knowledge of the ana- 
tomical relationships about the bladder and lower 
uterine segment. (3) training and experience in 
surgery as well as in obstetrics, in order to apply 
the procedure successfully and to avoid unnecessary 
surgical complications. 

From a limited experience with the Latzko opera- 
tion the author is convinced that when proper in- 
dications arise, it is an invaluable procedure for the 
suprapubic delivery of infected or potentially in- 
fected cases. The method of approach for extraperi- 











toneal cesarean section as offered by the Latzko 
technique is anatomically the most logical one yet 
developed. The technique of the procedure is safe 
and not too difficult for those well trained in gyne- 
cology as well as obstetrics, and bladder injuries 
can be prevented by a knowledge of the endopelvic 
fascia and dissection in the proper planes of cleavage. 

In order to get adequate exposure of the lower 
uterine segment and to prevent accidental injury to 
the peritoneum and contamination of the peritoneal 
cavity, it may be wise, in Certain cases to incise the 
uterovesical fold of peritoneum deliberately, by the 
method described, before the uterine cavity is 
opened. Dependent drainage of the space of Retzius 
will promote healing of the uterine and abdominal 
incisions and increase the safety of the procedure. 

The maternal mortality from cesarean section 
could be reduced if obstetricians would familiarize 
themselves with the technique of the extraperi- 
toneal operation, and refuse to adopt the abdominal 
route in cases where pre-operative conditions, known 
to favor uterine infection, have existed. 

Epwarp L. Cornet, M.D. 


Couvelaire, A.: Results of Conservative Cesarean 
Operations by the Abdominal Route as Per- 
formed at the Baudeloque Clinic from 1920 to 
1935 (Résultats des opérations césariennes conserva- 
trices par voie abdominale pratiquées 4 la Clinique 
Baudelocque de 1920 4 1935). Ann. méd.-chir., 
Par., 1937, 2:81. 

During the fifteen years covered by this report 
there were 47,247 births with 686 cesarean sections 
done by the following three methods: (1) the routine 
manner (221), (2) low transperitoneal section (436), 
and (3) cesarean section followed by temporary 
exteriorization of the uterus (29). 

There was a mortality rate of 4.5 per cent among 
the patients operated upon by the old cesarean 
method. These women were apparently free from 
infection after having been in labor less than twelve 
hours, or after rupture of the membranes. 

Infection was probably the principal cause of 
death because the amniotic fluid was shown to be 
contaminated by bacteria in 60 per cent of the 
cases three hours after the membranes ruptured 
although the subject had not been examined. 

Low transperitoneal cesarean section offers two 
great advantages: viz., (1) the uterine scar is more 
favorably situated so that future gestations are less 
likely to cause rupture of the uterus; and (2) the 
more effective peritoneal covering of the operative 
wound helps in preventing peritonitis. 

The mortality with this method was 2.7 per cent 
when the pre-operative clinical picture was very 
favorable as regards infection and when not more 
than twelve hours had elapsed from the beginning 
of labor or rupture of the membranes; 6 per cent 
when the condition of the patients was less favor- 
able; and 24.5 per cent when elevation of the 
temperature or some complicating pathological 
state was present. 
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From section through the fundus uteri followed 
by temporary exteriorization of the uterus, the opera- 
tion of Portes, there was a mortality rate of 20.6 
per cent. Of the 6 deaths, 5 were the result of 
septicemia. 

In conclusion Couvelaire recommends that opera 
tion should be performed at the beginning of labor 
after the patient has been prepared for intervention. 
The best results are obtained by the use of the low 
cesarean operation both for the pregnancy in 
question and for future pregnancies. 

Marsu W. Pootr, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Wadstein, T.: Puerperal Uterus Inversion. Aci: 
obst. et gynec. Scand., 1937, 17: 24. 


Inversion of the uterus is an extremely uncommon 
delivery complication. 

A distinction is made between spontaneous and 
violent inversions. In all of the former and a good 
many of the latter a constitutional predisposition 
may be assumed to be the most important cause. A 
condition which leads to inversion is atony of the 
uterus. It need not be total. Partial atony some- 
times occurs within the placental attachment. In 
cases of inversion atony is very often found in the 
fundus and is believed to bring on the inversion. 

The most important causes of death are hemor- 
rhage and shock, either alone or together. It is most 
common to find them together. Shock alone can 
cause death, as shown by the author’s third case. 

The treatment is reposition under anesthesia as 
soon as possible. The anesthesia prevents threaten- 
ing shock, or overcomes shock that is already present. 
The author gives an account of four cases of puer- 
peral inversion of the uterus. 


MISCELLANEOUS 


Robecchi, E.: Modifications of the Topographic 
Anatomy of the Fetus Resulting from Shoulder 
Presentations (Modificazioni anatomo-topograti- 
che fetali nella presentazione di spalla). Ginecologia, 
Torino, 1937, 3: 221. 


Roentgenographs taken after birth of both living 
and dead fetuses presenting by the shoulder enabled 
the author to show certain constant modifications of 
their topographic anatomy. These modifications 
consisted of lateral flexion of the spinal column at 
the cervicothoracic junction, and compression and 
distortion of one side of the chest wall with elonga- 
tion and expansion of the opposite side. 

Definite changes were also reflected upon the topo- 
graphic anatomy of the thoraco-abdominal viscera 
and vascular system, as shown both by the injection 
of radio-opaque solutions into the umbilical vein and 
post-mortem examination. 

The author believes that marked changes in the 
vascular system, due to compression, may account 
for a number of fetal deaths in shoulder presenta- 
tions. GeorcE C. Frnora, M.D. 
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Fredrikson, H.: Three Cases of Chorionepitheli- 
oma. Acta obst. et gynec. Scand., 1937, 17: 82. 

The discovery of the biological pregnancy reaction 
and the exposition of its significance in diagnosis, 
operative indication, and prognosis in hydatid mole 
and chorionepithelioma have given rise to a rich 
literature which has increased our knowledge of the 
often incalculable course taken by these tumors. 
Notwithstanding the fact that the Aschheim- 
Zondek reaction has become an extremely valuable 
adjunct, the estimation of certain cases of hydatid 
mole and chorionepithelioma may present great 
difficulties. 

A summing up of the author’s first case shows 
that spontaneous delivery of a hydatid mole took 
place in the sixth month of gestation. Five and a 
half months later a curettage made on account of 
bleeding from the uterus revealed nothing of a 
malignant nature. Two days following this curet- 
tage the patient coughed up blood. A roentgen 
examination revealed changes in the right lung giv- 
ing the suspicion of tumor. During the following 
two months the patient had hemorrhagic discharges 
from the uterus, which was somewhat enlarged and 
softer than usual. The lung distinctly increased in 
size, presenting the typical picture of tumor metas- 
tases. At this time the Aschheim-Zondek reaction 
was positive. Three months following the curettage, 
a progressive improvement was noticed. The pa- 
tient was free from symptoms and had normal men- 
struations. The pulmonary changes had disappeared 
without leaving any trace, and the Aschheim- 
Zondek reaction was negative. Sixteen months fol- 
lowing the delivery of the mole the patient was still 
free from symptoms and the Aschheim-Zondek 
reaction was negative. In all probability thrombi 
containing chorionic epithelium were present in the 
veins of the uterine wall; these thrombi came loose 
at the curettage and were transported to the lungs. 

In the author’s second case there was spontaneous 
delivery of a hydatid mole plus curettage of the 
uterus. Clinical freedom from symptoms lasted for 
fourteen months. The Aschheim-Zondek reaction 
was positive and faintly positive with a sinking hor- 
mone concentration. As the Aschheim-Zondek reac- 


tion was still positive a curettage was performed 
five months after the delivery of the mole without 
any tumors being demonstrable. Nine and ten 
months after the delivery of the mole there were less 
than from 1,600 to 800 mouse units of hormone per 
liter. After fourteen months of amenorrhea with 
enlargement of the uterus and a moderate increase 
of the hormone concentration, there were at most 
33,000 mouse units per liter. On the presumption 
that a fresh pregnancy was in progress, further 
developments were awaited when, suddenly, a per- 
foration of the chorionepithelioma occurred through 
the wall of the uterus with free hemorrhage in the 
abdominal cavity. Operation was performed, but 
death occurred. The patient also presented metas- 
tases in the lungs. 

In the third case there had been a normal delivery 
in 1931. In April, 1933, there was an abortion, and 
in November, 1933, there was another infected 
abortion. In December, 1933, chorionepithelioma 
was found. There was a positive Aschheim-Zondek 
reaction at this time. After two blood transfusions 
a total extirpation of the uterus and adnexa was 
performed, which was followed by clinical freedom 
from symptoms, and the Aschheim-Zondek reaction 
was negative. 

In a discussion of the cases, the author quotes 
about 25 authors who have written on the subject. 

The author arrives at the following conclusions: 

1. Pulmonary metastases may develop after 
curettage in the presence of a mole. (He brings up 
the question whether the metastases are caused by 
the curettage.) 

2. Pulmonary metastases of chorionic epithelium 
are capable of healing spontaneously. 

3. A chorionepithelioma may be present in the 
uterus in latent form over a long period even in a 
case presenting a very small quantity of prolan and 
no clinical symptoms. 

4. Even though the quantity of prolan is small 
and manifests a tendency to decrease, close observa- 
tion is necessary. 

5. If a latent tumor begins to grow the quantity 
of prolan does not necessarily become large. 

ALBERT MATHIEU, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Simpson, C. K.: Pathology of the Adrenal Gland in 
Relation to Sudden Death. Lancet, 1937, 232: 851. 


The author discusses the developmental anatomy 
and physiology of the adrenal glands. He states that 
after surgical removal of one adrenal, hyperplasia of 
the cortex of the other gland occurs, but it is an in- 
active process requiring three months or more under 
the most encouraging conditions when no disease is 
present. Regeneration is far too slow and uncertain 
to play any part in staving off insufficiency. Acces- 
sory renal tissue develops rarely, occurring once in 
1,000 autopsies. 

The author then discusses the pathological anat- 
omy of the adrenals and points out that these glands 
are the site of hemorrhage, which may be extensive 
at two periods during life. First, is the neonatal 
hemorrhage, which occurs a few hours or days fol- 
lowing birth. This process is primarily physiological 
and not due to birth trauma alone. The author 
points out that it may occur after the most carefully 
done cesarean sections. Thrombosis of the adrenal 
vein is frequently found in these cases. The second 
type of hemorrhage is a purpuric type, which is also 
frequently associated with thrombosis of the adrenal 
veins. It occurs at later periods of life following de- 
velopment of a purpuric tendency of whatever cause, 
particularly septicemia. The same pathological 
process is seen with some frequency in severe burns. 
Adrenal deficiency also occurs with the development 
of cystic hematomas. It occurs with acute caseous 
tuberculosis; however, the course is more insidious, 
accompanied by fibrosis and calcification. Tubercu- 
losis accounts for about 70 per cent of the cases of 
Addison’s disease. The adrenals may be invaded by 
malignant growths, and although one gland may be 
completely destroyed, the other gland is rarely, if 
ever, affected. Consequently, acute insufficiency is 
not seen with primary malignant growths. Metas- 
tases are more likely to result in destruction of both 
glands, and may produce acute adrenal insufficiency. 

The author discusses the pathological physiology, 
giving the chronological symptoms which result in 
adrenalectomized dogs surviving less than fifty 
hours. The blood chemistry studies reveal a rise 
of cholesterol and a fall of blood sugar. The latter 
may reach convulsive levels. There is diminution 
of liver and muscle glycogen with failure of restora- 
tion after exercise. There is diminution of kidney 
function, as well as diminution of blood volume and 
blood chloride. Immediate relief of these situations 
may be obtained by restoring the electrolyte bal- 
ance. The control of sodium may be attributed to 
the adrenal cortex. The three biochemical changes 
which have a part in the cause of death are loss of 
sodium, hypoglycemia, and dehydration. 

GILBERT C. THomas, M.D. 


Smagghe, H.: Bilateral Hydronephrosis (Les hydro- 
néphroses bilatérales). J. d’urol. méd. et chir., 1937, 
43: 5- 

Diverse opinions are expressed by various authors 
as to the proper treatment of hydronephrosis and 
the treatment recommended ranges from the strictly 
conservative to radical surgery. Various theories as 
to the causation also have their ardent advocates. 
Among the causes noted are renal mobility, abnormal 
vessels, congenital abnormality, and the more recent 
physiopathological concept presented at the Con- 
gress of Madrid. 

Smagghe presents in detail twelve case histories 
and includes an extensive bibliography. 

Bilateral hydronephrosis has been found to be 
more common than was formerly supposed, be- 
cause of better methods of investigation. Intra- 
venous pyelography usually revealed the bilateral 
nature of the condition even though ureteral cathe- 
terization was impossible. 

The author discusses in detail the mechanical 
causes for the dilatation of the ureters or the kidney 
pelvis, such as congenital bands or kinks, calculi, 
abnormal vessels, hypertrophy of the prostate, pelvic 
inflammation, uterine prolapse, uterine tumors, and 
pregnancy. 

The clinical symptoms were variable. There was 
only a vague feeling of discomfort in the lumbar 
region or there were crises resembling those of renal 
colic. When both sides were affected, pain could be 
felt only on the side showing the greatest enlarge- 
ment. 

Lithiasis and infection occurred readily because 
of stasis of the urine and alteration in its pH values. 
Anuria occurred at times but it was present more 
frequently when there was hydronephrosis of only 
one side. : 

The prognosis in bilateral hydronephrosis was very 
grave as the renal insufficiency gradually became 
greater until uremia occurred. 

The treatment altered the prognosis only if the 
operation could be performed early in the types due 
to obstruction. Radical treatment of hydronephrosis 
on one side was never undertaken until the other 
side was proved to be normal. In all cases of hydro- 
nephrosis, a systematic examination was made of 
both sides. Temporary drainage of the kidney was 
a useful procedure in large infected hydronephrosis 
when conservative treatment was necessary because 
of involvement of the opposite side. 

Marsu W. Pooteg, M.D. 


Ciddio, D.: Traumatic Nephritis (La nefrite trau- 
matica). Policlin., Rome, 1937, 44: sez. chir. 3. 


Ciddio states that much discussion has been made 
of the question whether a subcutaneous, traumatic 
injury of one kidney causes alterations in the other. 
Four theories concerning the pathogenesis of bi- 
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lateral traumatic nephritis have been advanced 
which may be summarized as follows: 

The first, suggested by Guyon, is called the 
renorenal theory and is based upon the assumption 
that pressure, distension, and ureteral obstruction 
due to calculi and hydronephrosis may produce an 
inhibitory effect upon the function of the contra- 
lateral kidney. 

The second theory, advanced by Castaigne and 
Rathery, is based upon the possible presence of 
nephrotoxins. The healthy kidney is believed to 
absorb the disintegration products of the affected 
kidney. 

The third theory explains the condition as being 
the result of anatomical alterations involving the 
renal plexus. The affected kidney irritates its own 
nerves and gives rise to functional disturbances 
which in due time modify anatomically the struc- 
ture of the renal parenchyma of the contralateral] 
kidney. 

The fourth theory states that a unilateral nephritis 
is transmitted to the contralateral kidney in the 
same manner as sympathetic ophthalmia is trans- 
mitted. This condition has therefore been called 
sympathetic nephritis. This theory, however, has 
not found universal acceptance. 

After having reviewed the literature on this sub- 
ject, the author presents a series of animal experi 
ments in which he studied the changes in the contra- 
lateral kidney following subcutaneous contusion of 
the opposite kidney. He used a series of rabbits, 
and after having displaced one kidney by fixing it 
to the skin and placing it above the lumbar muscles 
without injuring the ureter and the blood vessels, 
he traumatized the organ by means of a polyp for- 
ceps. 

Following the intervention all of the animals 
developed hematuria which usually persisted for 
five days and varied in intensity with the severity of 
the trauma. During the first few hours there was 
also a decreased diuresis associated with a decreased 
urea elimination and a possible increase of the urea 
level in the blood. 

Histological examination of the contralateral 
kidney following contusion of the displaced kidney 
did not reveal any nephritic changes in any case. 
Microscopic examination of the urinary sediment 
did not reveal the presence of any casts, and a true 
albuminuria did not occur. 

It is important to note however, that if the 
traumatized kidney is infected, the contralateral 
kidney undergoes degenerative changes in the 
epithelium and convoluted tubules. 

The author concludes that in non-infected renal 
contusions no changes will be observed in the contra- 
lateral kidney, but if a focus of infection is present 
in the traumatized kidney, the contralateral kidney 
may become involved. The lesions found in a 
contralateral kidney resulting from the contusion 
of an infected kidney bear no relationship to those 
found in Bright’s disease. 

Ricwarp E. Soma, M.D. 
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Carli, C.: Renal Tuberculosis Caused by the Avian 
Type of Tuberculosis Bacillus (La tuberculosi 
renale da bacillo della tuberculosi aviaria). Arch. 
ital. di urol., 1937, 14: 3- 


Carli states that up to a few years ago it was 
believed that avian tuberculosis is found exclusively 
among birds and that man is immune to this type 
of acid-fast infection. Subsequent studies, however, 
have shown that not only various other animals but 
also man may become infected with avian tuber- 
culosis. 

The first description of avian tuberculosis occur- 
ring in the human being was given by Lowenstein 
in 1913 who observed a three-year-old girl and a 
thirteen-year-old boy with daily elevations of 
temperature in the evening. On examination of the 
urinary sediment occasional leucocytes and a large 
number of acid-fast organisms were found. Subse- 
quent laboratory examinations with specific tuber- 
culin revealed the presence of an avian type of 
acid-fast infection. Both children recovered un- 
eventfully following the institution of specific 
therapy with avian tuberculin. 

Various other reports have been made in the 
literature and their number is large enough to allow 
the conclusion that man is not at all immune to 
avian tuberculosis as was formerly believed. These 
studies have also shown that the clinical and 
anatomicopathological features of this disease are 
typical and quite different from those observed in 
the human type of tuberculosis. 

The disease begins usually with elevation of the 
temperature, which may last over a longer period of 
time without the patient being aware of it. Follow- 
ing this first stage, which may be absent or may be 
interrupted by periods of remission, there follows 
the stage of localization. The organs most com- 
monly involved are the kidneys, the bones, and the 
skin. 

In the kidneys, the lesions consist essentially of 
inflammatory infiltrates of the pseudonodular type. 
There are no typical tuberculous nodes, and the 
lesions never caseate nor ulcerate. 

It is also interesting to note that concomitant 
tuberculous lesions of the urinary bladder have never 
been found, even in advanced cases of renal tuber- 
culosis of the avian type. The urinary sediment 
shows almost always occasional white cells and a 
large number of acid-fast organisms which are often 
intracellular and are eliminated in showers. 

It is also to be noted that in almost all of the 
reported cases, especially those with kidney in- 
volvement, the patients recovered either sponta- 
neously or with the aid of specific tuberculin therapy. 

The author reviews briefly the literature con- 
cerning the experimental work done with animals. 
This work was done for the purpose of determining 
the susceptibility of various animals and their mode 
of reacting against the infection. Unfortunately 
only a few reports have appeared concerning the 
evolution of the disease, especially with reference 
to the urinary tract. Ricwarp E. Soma, M.D. 
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Leruitte, A.: Central Abscess of the Kidney of 
Hematuric Form (L’abscés central du rein 4 forme 
hématurique). Bruxelles-méd., 1937, 17: 680. 

The author reports three cases of single, central 
abscess of the kidney in which the predominant clini- 
cal sign was asymptomatic hematuria. In each case 
carcinoma of the kidney was suspected and the in- 
volved kidney was removed. There was no fever, no 
pain, no palpable kidney, but colon bacilli were 
found in the urine and ureteral catheterization 
showed a diminution of the urea concentration and 
output of the affected kidney when comparison was 
made with the normal kidney. Grossly, the central 
abscess presented an appearance suggestive of in- 
fected cyst; or it was filled with partially necrotic 
tissue which resembled a degenerating tumor. Mi- 
croscopic examination finally showed that in each 
case the condition was solely an infectious lesion 
with no evidence of tumor or cyst wall. 

The author discusses at length the cause, patho- 
logical anatomy, clinical symptoms, and differential 
diagnosis of this condition. 

The cause is unknown; but in the three cases colon 
bacilli were found in the urine. There was no history 
of antecedent infection. Pathologically, an ordinary 
abscess, more or less circumscribed by a pyogenic 
membrane, was found. In the case which was most 
carefully studied, small miliary abscesses were found 
just outside of the main abscess. The author be- 
lieves that congestion secondary to inflammation 
was sufficient to account for the hematuria. 

Clinically, the following triad of symptoms were 
observed: (1) hematuria; (2) functional deficiency of 
the affected kidney; and (3) alterations in the outline 
of the renal pelvis. Cystoscopy, ureteral catheteriza- 
tion, and retrograde pyelography are necessary to 
establish the diagnosis. 

In the differential diagnosis the following must be 
considered: (1) renal tuberculosis, (2) pyelonephritis 
with hematuria, (3) infected renal calculus, and (4) 
infected tumor. After a careful analysis the author 
concludes that it is difficult to diagnose central 
hematuric abscess of the kidney. Pyelonephritis and 
calculus were readily eliminated, but abscess, cancer, 
and tuberculosis could not be differentiated as easily. 
It was only by using all of the modern methods of 
investigation that localized suppuration could be 
ascertained. 

With regard to treatment, nephrotomy is recom- 
mended if exploration shows a kidney of normal size. 
If the diagnosis of sclitary abscess can be established 
macroscopically, incision and drainage only are rec- 
ommended. If a neoplasm cannot be excluded, 
nephrectomy should be performed. 

M. M. Zrxnincer, M.D. 


Mintz, E. R.: Sarcoma of the Kidney in Adults. 
Ann. Surg., 1937, 105: 521. 

Sarcoma of the kidney in adults is rare. Ninety- 
three such tumors are reported. A complete survey 
of the literature was made, and all questionable 
cases were omitted. No case was accepted unless the 


microscopic report allowed no doubt of the nature 
of the tumor. Previous to 1910, renal cancers were 
sometimes classified as sarcomata. Only those cases 
of round-cell sarcomata were acceptable in which it 
was definitely shown at autopsy that the renal lesion 
was not part of a generalized blood dyscrasia or an 
anaplastic carcinoma. Unless the history definitely 
stated that the sarcoma originated in the kidney 
substance, it was omitted. This excluded retro- 
peritoneal tumors, such as sarcomas and lympho- 
blastomas, neurogangliomas, sarcomas of the renal 
capsule, neuroblastomas and other adrenal tumors. 
No author has drawn the line as to when a renal 
sarcoma may be called an adult renal sarcoma. All 
cases of renal sarcoma in patients under 21 years of 
age were excluded. 

As to the age incidence, it was not stated in 21 
cases; 55 per cent of the cases occurred between the 
ages of 40 and 60 years, 33 per cent of the patients 
were under 4o years, and 12 per cent were in the 
sixth and seventh decade. The sexes were equally 
divided. Both sides were affected the same number 
of times. Bilateral involvement occurred once. 

The histopathology of these tumors varies and is 
of little help practically. The tumors all seem to be 
equally fatal. Twenty different names have been 
applied to them. In this series there were 23 spindle- 
cell sarcomas, 12 fibrosarcomas, 16 sarcomas, 6 
leiomyosarcomas, 4 mixed-cell tumors, 2 Wilms’ 
tumors, 11 embryonal mixed tumors, 2 embryonal 
myosarcomas, and one each of embryonal adeno- 
carcinoma, embryonal adenosarcoma, lipoleiomyo- 
sarcoma, lipomyosarcoma, liposarcoma, fibromyxo- 
sarcoma, myosarcoma, rhabdomyosarcoma, reticu- 
lar-cell sarcoma, round-cell sarcoma, teratoma, and 
osteoblastoma. The bilateral tumors were separate 
tumors and not extensions. Two different types of 
tumor in the same kidney were noted 5 times. 
Stones occurred 3 times. Scant data were obtained 
relative to metastases, which differed little from 
adenocarcinoma or hypernephroma in the organs 
attacked. Invasion of the renal pedicle and dia- 
phragm, the liver, lungs, and peritoneum by 
metastases were frequently found at necropsy. 

The symptoms resembled those of other types of 
adult cortical tumors. A tumor mass is not as 
common as in sarcoma in children. The triad of 
hematuria, tumor, and pain are the chief complaints. 
Gastro-intestinal symptoms are slightly more fre- 
quent than in other renal tumors. Varicocele was 
the chief complaint in one case. Anemia, loss of 
weight, lassitude, and edema of the legs were noted 
many times. 

Of 78 patients who had nephrectomies, 23 were 
not followed up; 30 died, 19 after operation, usually 
from shock and hemorrhage. Some had multiple 
metastases and never should have had nephrectomies. 
Nine others died within the first year, and 2 died 
after 6 and 8 years, respectively. Recurrences oc- 
curred 4 times. Twenty-one patients are living; 15 
less than one year. Six have passed the first year: 
3 the fifth. 
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The only conclusion to be drawn from this survey 
is that adult renal sarcoma is just as fatal as em- 
bryonal carcinoma in children. Of 65 patients, 21 
are living, and only 3 have passed the five-year 
period. Regardless of the type of sarcoma, death 
usually intervenes. Louis NeuweEtt, M.D. 


BLADDER, URETHRA, AND PENIS 


Maggi, N.: The Results of Simultaneous Trans- 
plants of Bladder Mucosa and Aponeurosis into 
the Spleen (Sugli esiti dei trapianti contemporanei 
di mucosa vescicale e di aponeurosi nella milza). 
Arch. ital. di chir., 1937, 45: 37. 


Maggi discusses the humoral theory of osteogene- 
sis and, more particularly, bone formation associated 
with grafts of bladder mucosa and aponeurosis. He 
repeated Sureyya Cemil’s experiments, transplant- 
ing simultaneously autoplastic fragments of bladder 
epithelium and aponeurosis from the thigh into the 
spleens of rabbits, which have a very active calcium 
metabolism, and observing the results at various 
periods between fifteen and one hundred and twenty 
days. The results of the ten experiments were as 
follows: 

During the first few days there was rapid prolifera- 
tion of connective tissue which split up the epithe- 
lium into islands. Apparently there was no epithelial 
proliferation. Absorption in the centers of these nod- 
ules gave rise, after from twenty to thirty days, to 
cystic cavities lined with several layers of epithelium 
and surrounded by young connective tissue in con- 
tact with the aponeurosis. As the cysts enlarged, 


their walls became thinner; and the lining was 


finally reduced to a single layer of flattened epithe- 
lium. The aponeurosis gradually underwent regres- 
sion. In only one case was there a certain suggestion 
of the formation of young membranous bone in the 
subepithelial connective-tissue fibers. These fibers 
seemed to surround themselves with a substance, at 
first amorphous, and later fibrillar, in which begin- 
ning calcification was demonstrated. The nuclei 
remained embedded in this matrix. The essential 
findings are a pre-osseous substance, probably de- 
rived from differentiated connective-tissue cells, and 
the formation of a new tissue completely different 
from both of the grafts and somewhat similar to 
young bone tissue. 

Evidently the specific power of inclusions of blad- 
der mucosa to originate bone in young connective 
tissue is influenced by the site of the graft or the 
species of the experimental animal. The hypothesis 
that this power is due to the liberation of some sub- 
stance which precipitates calcium salts in collage- 
nous fibers is not entirely acceptable. 

The conclusions from these experiments are that 
the simultaneous implantation of fragments of blad- 
der mucosa and aponeurosis in the rabbit spleen usu- 
ally produces cystic formations. In exceptional 
cases the connective-tissue cells undergo an initial 
process of metaplasia which gives rise to a tissue 
somewhat similar to young bone; and this tissue is 
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probably formed at first in the absence of any de- 
posit of calcareous salts. 

The article is accompanied by photomicrographs 
and a bibliography. M. E. Morse, M.D. 


GENITAL ORGANS 


Biasini, A.: Anatomical and Pathological Studies 
on the Behavior of the Bladder, Prostatic Cav- 
ity, and Upper Spermatic Tract Following 
Transvesical Prostatectomy (Ricerche anatomo- 
patologiche sul comportamento della vescica, della 
loggia prostatica e delle vie spermatiche alte dopo 
prostatectomia transvescicale). Arch. ital. di chir., 
1937, 45: 311. 


Histological studies on the conditions after pros- 
tatectomy are not numerous and their results are 
somewhat discordant. Biasini undertook an ex- 
haustive study of the bladder, prostatic cavity, and 
upper spermatic tract in eight cases which came to 
autopsy at various periods up to two months follow- 
ing operation. The purpose of the research was to 
furnish a basis for the interpretation of postoperative 
disturbances, to discover norms, and to determine 
the planes of tissue separation which would furnish 
the best scars and avoid postoperative complica- 
tions. 

The bladder was always globular and retracted, 
and showed much hyperplasia of the muscular and 
elastic tissue, accompanied by inflammation which 
was most marked in the mucosa and absent in the 
serosa. 

The prostatic cavity tended to disappear rapidly, 
although its reduction was not always proportional 
to the length of the postoperative period. The walls 
showed active proliferation of the connective tissue, 
atrophic glandular remnants, a new growth of elas- 
tic fibers, and inflammation which was more marked 
than that in any other situation. In only one case, 
thirty-eight days after operation, epithelial regenera- 
tion took place. Reparative changes in the scar after 
prostatectomy evolve slowly when compared with 
those following other operations on account of the 
patient’s age, the inevitable inflammation, and the 
impossibility of protecting the young epithelium. 

The ejaculatory ducts, seminal vesicles, and vasa 
deferentia showed slight inflammation in connection 
with the bladder and prostatic cavity. 

The author emphasizes particularly the behavior 
of the elastic tissue. Both regression and prolifera- 
tion were evident. In the bladder and spermatic 
tract the proliferation of the elastic tissue was slight 
in comparison with that of the connective tissue, 
while in the prostatic cavity it was marked. The in- 
flammation may prevent or disturb the formation of 
new fibers, but when the sclerosis has become stabi- 
lized, proliferation may be accentuated. The fre- 
quent changes in volume of the bladder are a 
contributing mechanical factor. The greatest im- 
portance of the proliferation of elastic tissue is that 
it reinforces the action of the smooth muscle. The 
elastic fibers are more resistant to senile degenera- 
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tion and operative injury than the muscular fibers. 
The resistance of the former is greatest where infec- 
tion is least and the compensatory processes proceed 
normally. 

In the critical discussion of his results, Biasini 
emphasizes that his data are insufficient to recon- 
struct the finer mechanism of regeneration. The 
physical and pathological effects of prostatectomy 
are relatively uniform. Reparative changes begin 
early, increase in proportion to the lapse of time fol- 
lowing operation, and go on to complete epithelial 
regeneration if the inflammation is not too intense. 
The continued contact with contaminated urine 
plays a large part in the regressive phenomena. The 
new functional adaptation of the bladder is biologi- 
cally sufficient. 

Photographs and a bibliography are given. 

M. E, Morse, M.D 


White, E. W., and Gaines, R. B.: Testicular Swell- 
ings. J. Am. M. Ass., 1937, 108: 1227. 


Testicular swellings occur with primary and sec- 
ondary infections, traumatisms, and tumors of all 
types. They must be differentiated from epididymi- 
tis, hydrocele, hematocele, and infections and 
tumors of the cord and testicular tunics. True 
testicular swellings associated with tumors usually 
occur in adults; although infants and the very aged 
are affected also. Certain infectious diseases of 
childhood may cause infectious orchitis, but this 
and traumatic orchitis may occur at any age. 

A thorough medical, physical, and urological ex- 
amination including Bordet, and Wassermann-Hecht 
blood tests, and careful tuberculosis studies is of 
paramount importance. The spermatic cord on the 
affected side should be palpated at the external 
abdominal ring and its constituents palpated. If 
the constituents feel normal, the swelling is not a 
hernia or abdominal lesion. Hydrocele of the tunica 
vaginalis or of the spermatic cord must also be 
differentiated. The first is pear-shaped and blends 
with the testis; the latter is globular and lies above, 
and distinct from, the testis. Both are fluctuant and, 
if recent, are translucent on transillumination. A 
hydrocele may be independent, or a complication, of 
testicular swelling. If an existing hydrocele is sus- 
pected of masking testicular disease, it may be 
tapped and emptied so that the testis itself may be 
investigated. 

If hydrocele is eliminated, hematocele and ep- 
ididymitis should be suspected. If the tunica 
vaginalis can be palpated on the surface of a scrotal 
tumor, hematocele may be eliminated. The ep- 
ididymis, also, cannot be palpated between the 
fingers in hematocele. A hematocele may be recog- 
nized by the following findings: a history of local 
trauma; negative transillumination; lost testicular 
sensation; difficulty in distinguishing between the 
testicle and epididymis; a swelling which is usually 
round, solid, and hard and about the size of a duck’s 
egg. The tumor feels heavy; the spermatic cord is 
often thickened; and the layers of the tunica 
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vaginalis cannot be felt between the fingers. Needle 
puncture in hematocele is useless and dangerous. 

Epididymal enlargement is usually not malignant 
but inflammatory. The condition is usually tuber- 
culous or pyogenic. Primary tuberculosis of the 
testis is very rare. Epididymal tuberculosis usually 
shows nodular areas alternating with caseating areas 
and nodularities of the vas. The pyogenic cases 
reveal a tender prostate and seminal vesicles, or 
inflammation about the urethra or bladder neck. 
If none of these conditions is present, it may be 
concluded that the swelling is due to a lesion of the 
body of the testis and that the possible lesions are 
infections, such as syphilis and tuberculosis, trauma, 
or tumor. 

Testicular inflammation without coincident pro- 
statitis and seminal vesiculitis indicate a hematogen- 
ous infection, but is fairly rare. Acute infectious 
orchitis is seen in mumps, typhoid, pneumonia, and 
smallpox. Testicular infection may also occur via 
the lymphatics, vas, epididymis, and other asso- 
ciated structures; also from injuries to the cord or 
operations by contiguity. Although suppuration is 
rare and most of these cases recede without atrophy 
of the testis, considerable sloughing may occur with 
ultimate destruction of the testis. Suppurative 
orchitis following instrumentation is common, but 
is not reported. 

Tuberculosis occurs in less than 10 per cent of 
testicular swellings (Dean). The family and personal 
histories are of value, and roentgenograms may show 
active pulmonary tuberculosis. Rectal palpation 
discloses prostatic and seminal vesicular involve- 
ment. Before a tuberculous testis can be attributed 
to contusion, two conditions are necessary: the blood 
must be filled with tubercle bacilli from an infected 
focus, and at the same time the testicle must be 
injured anatomically so that the site provides a 
suitable culture medium for the tubercle bacilli 
Trauma as a cause of tuberculosis must be extremely 
rare. However, a tumor of the testis may extend 
from the rete testis into the epididymis and simulate 
tuberculosis, or into the vas and suggest tuberculous 
thickening of the vas in subjects giving a history of 
tuberculosis. 

In testicular syphilis, testicular sensation is lost; 
the swelling is often hard and solid in early syphilis 
and of the size of a pullet’s egg. It is ovoid, globular, 
or pear-shaped, and of light weight. The spermatic 
cord is rarely thickened and the layers of the tunica 
vaginalis may be palpated. A positive Wassermann 
is not diagnostic, but other things being equal, a 
testicular swelling should respond to specific treat- 
ment within four to eight weeks. Malignancy and 
syphilis of the testicle may coexist, and the testicle 
may be so distorted by tumor tissue as to resemble 
gumma of the testicle. 

Chevassu states that in testicular swelling due to 
trauma the trauma must be manifest, consisting of 
scrotal swelling with blood extravasation, and there 
must be a free interval of several months between 
the accident and the appearance of the testicular 





GENITO-URINARY SURGERY 


tumor. Although the occurrence of an orchitis due 
to strain is disputed, cases of testicular bacillus coli 
infection from strain when the infected bladder was 
full have been reported. Injury to an infected 
hydrocele may spread the infection to the testis. 
Wesson believes that seminal vesiculitis, and not 
contusion or strain, is responsible for the epididymi- 
tis diagnosed as ‘‘traumatic orchitis.”” Simple con- 
tusions of the testicle produce hemorrhagic spots. 
[here may be edema and the testicle may become 
enlarged and hard. Fibrosis may follow. With ex- 
tensive cicatricial contracture atrophy of the testicle 
may result. In true trauma of the testis there are 
constitutional symptoms, such as nausea, vomiting, 
great weakness, fainting, and extreme shock, which 
occasionally result in death; or there is local evidence 
of extravasation of blood with pain, loss of function, 
swelling beneath the deep fascia, and prompt dis- 
coloration. In spite of the number of cases of 
testicular tumors with a history of trauma, it is 
doubtful whether trauma causes neoplastic processes. 

If trauma and infection can be eliminated in cases 
of testicular swellings associated with tumors, a 
diagnosis of testicular tumor should be made. The 
present accepted view is that most tumors of the 
testicle are of embryonal origin. More than 95 per 
cent of them originate from aberrant sex cells, and 
as the testicle contains the three germinal layers, 
neoplasms may arise from any of them. Any type 
of tumor is possible—homogeneous and heterogene- 
ous, benign, and malignant. It usually appears 
during active sex life. 

Opinions still differ regarding the classification and 
types of testicular tumors. Chevassu’s classification 
was generally accepted until recently. Ewing be- 
lieves that all malignant tumors of the testicle are 
of embryonic origin and therefore teratomas. A 
chorionepithelioma is occasionally found in testicular 
tumors. Only a small percentage of these tumors 
are benign, among which Tanner includes dermoids, 
fibromas, lipomas, myomas, and chrondromas. The 
incidence of tumor arising in cryptorchidism varies 
between 11 and 15 percent. Testicular tumors have 
been found in 1 of 983 patients among 40,000 
hospital entrants. Malignant growths comprise 3.39 
per cent of all tumors of the genito-urinary system, 
and 2.09 per cent of all malignant tumors in the 
male. The right testis is affected more often than 
the left. Bilaterality is rare. According to Tanner, 
96 per cent of the testicular neoplasms are malignant. 
They are rare in children. 

There are no pathognomonic symptoms of malig- 
nant testicular tumor. There may be a mass in the 
scrotum or groin with or without dragging pain, 
shortness of breath, cough, or swelling of the legs. 
Usually there is no pain in the early stages; after 
pain is felt, metastases are usually rapid. Later 
there is loss of weight and appetite. At first the 
tumor is firm and smooth, later nodular. The ep- 
ididymis is usually unchanged and the skin is freely 
movable. Clinically, the symptoms may be divided 
into three stages: the onset, when the testicle is still 
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in the scrotum; the evolutionary stage, when the 
gland is greatly enlarged; and the final period with 
grave symptoms and lympathic involvement of the 
lumbosacral region and cord. The clinical diagnosis 
is made by exclusion. A testicular tumor may be 
masked by a greatly thickened tunica vaginalis, by 
epididymitis or a tuberculous lesion of the testis. 
The presumptive physical signs are loss of testicular 
sensation, and a hard and solid consistency and 
heaviness of the tumor. The size of the tumor is 
usually that of a fowl’s egg. The spermatic cord is 
thickened; and the layers of the tunica vaginalis can 
be compressed easily. If there are metastases, 
nodules are palpable in the cord and a mass along 
the lymphatics. Biological tests help to diagnose 
malignant tumors and to differentiate them from 
benign tumors; they also help to determine the 
presence of metastases before they appear clinically, 
and detect hidden metastases that resist irradiation 
treatment. Testicular malignant neoplasms metas- 
tasize very early and are often present but not deter- 
minable clinically. They spread via the lymphatics 
to the lumbar glands and the spermatic vessels and 
later to the retroperitoneal glands. They may travel 
quickly via the blood to the lungs, liver, and other 
viscera. 

The urine of patients with embryonal tumors con- 
tains a notable amount of gonadotropic hormone. 
In normal men and patients with benign testicular 
tumors, the hormone is less than 50 mouse units, 
whereas in patients with teratoma of the testis it 
varies from 50 to 16,000 mouse units per liter of 
urine. This test is positive in 60 per cent of testicular 
tumors independent of the nature of the tumor. It 
should be noted, however, that the test is positive 
in the presence of an embryonal tumor elsewhere; 
and, also, that a specific testicular tumor may give 
a negative test, and a pure seminoma may not cause 
excretion of an increased follicle-stimulating factor 
in the urine. The hormone-excretion test is valuable 
in determining the presence or regression of metas- 
tases. If the hormone persists postoperatively, there 
are usually hidden metastases. A local recurrence of 
tumor or metastases is generally preceded by an 
increase in the excretion of the hormone. This is 
valuable in checking the necessity for more radical 
surgery of testicular malignancies. The test makes 
diagnosis possible before the malignancy has ex- 
tended beyond the testis and before extensive 
metastases have rendered the case inoperable. 

There are three methods of treating testicular 
tumors: (1) simple orchidectomy, (2) irradiation 
with or without castration, and (3) castration with 
removal of the primary and perhaps secondary 
lymph zones. In almost all of the cases the authors 
advise surgery followed by thorough irradiation 
both locally and generally. Extensive surgery is not 
only futile but practically unnecessary. The cord 
should be cut before handling the tumor to prevent 
the dissemination of malignant cells. Operative 
inoculations must also be avoided. The authors 
have discarded preliminary irradiation. 
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There is a great difference in the degree of sensi- 
tivity of the various types of testicular tumors to 
irradiation: the spermatogonia are the most sensi- 
tive, while the spermatocytes are less sensitive. 
Pure seminomas and homogeneous embryonal 
carcinoma are radiosensitive and, if hormone tests 
disclose a tumor of such type without metastases, 
irradiation without surgery may be tried. The 
authors hesitate to rely solely on irradiation for the 
treatment of a primary tésticular tumor. The 
growth of the tumor may be temporarily restrained; 
but later dissemination of metastases may occur, 
and there is danger to the opposite testicle from the 
intensive irradiation of the affected side. Of 45 
patients with testicular neoplasms, 30 presented no 
clinical evidence of metastases when first examined 
and 15 presented definite secondary involvement. 
Of the 30 patients, 12 were treated by radical surgery 
and all showed glandular metastases, but 8 survived 
from two to seven years. Eighteen were subjected 
to simple orchidectomy, 10 with irradiation and 8 
without, and lived for from two to five years. The 
I5 patients with clinical evidence of metastases were 
treated by orchidectomy and high-voltage x-ray 
irradiation, and all succumbed in from six months to 
three years. Cases of teratoma without suspected 
metastases are the best suited for radical surgery. 

The date of onset, the hormone estimation, the 
radiosensitivity, and the type of tumor must be 
carefully studied in all cases of testicular swellings. 

Lovts NEUWELT, M.D. 


MISCELLANEOUS 


Hellstrém, J.: Staphylococcus Stones; A Clinical 
Study of Ninety Cases. Acta chirurg. Scand., 1936, 
79: Supp. 46. 


The author presents a complete discussion of the 
subject of staphylococcus stones. These are stones 
consisting of calcium carbonate, calcium phosphate, 
and ammonium magnesium phosphate with an or- 


ganic framework composed of staphylococci. Be- 
sides entering into the composition of the stone itself, 
staphylococci have the capacity to split urea thereby 
initiating a disturbed colloid crystalloid equilibrium 
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which leads to precipitation of the salts from which 
the stones are formed. Obstruction and the forma- 
tion of local lesions play a small part in their forma- 
tion. The stones develop most commonly in chronic 
staphylococcuria, the source of infection in many 
cases being the male adnexa or the female genital 
organs. Pathological changes in the urinary tract 
are usually of mild degree. When they are more 
severe they are usually due to secondary infection. 

The stones are usually small and hard, but may 
attain considerable size and have a tendency to re- 
cur. In 30 per cent of the reported cases they were 
bilateral. 

Most of the cases reported had a rather long his- 
tory, usually several years, of mild urinary tract 
infection before the initial renal colic. The fresh 
urine was usually acid in reaction and the staphy- 
lococci occurred in large numbers and in pure cul- 
ture. In some the culture was sterile, and the 
staphylococci were found only in the framework oi 
the stone. The infection was commonly bilateral 
even though the stone was found only on one side. 

In the x-ray examination it was important to 
know that on account of loose composition or high 
organic content some stones gave thin contrast 
shadows and might be overlooked. 

In the treatment there were two aims: removal of 
the stones, and elimination of the infection. Ex- 
pectant treatment was indicated in stones of a size 
which might pass spontaneously. Seventy-three pa- 
tients were subjected to 104 operative procedures 
with a mortality of 1.37 per cent. 

In the treatment of the staphylococcuria, urinary 
antiseptics, local treatment to the mucous mem- 
brane of the urinary tract, and elimination of the 
foci of infection were indicated. Neosalvarsan was 
worthy of the first trial. Attempts to dissolve 
already formed stones and prevent the formation of 
new ones were made with urinary acidification, irri- 
gation of the renal pelvis with acid solutions, treat- 
ment of the disturbed calcium metabolism, colloid 
therapy, and the administration of vitamins. The 
procedures to facilitate the spontaneous passage 
of the stone were the same as those used in lithiasis 
in general. AnprEW MCNALLY, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Caffey, J.: The Skeletal Changes in the Chronic 
Hemolytic Anemias (Erythroblastic Anemia, 
Sickle Cell Anemia and Chronic Hemolytic 
Icterus). Am. J. Roentgenol., 1937, 37: 293. 


Caffey states that the common pathological mech- 
anism in erythroblastic anemia, sickle-cell anemia, 
and chronic hemolytic icterus is believed to be the 
generation of abnormal erythrocytes by the blood- 
forming organs. The hyperplastic and expanding 
bone marrow in these anemias might produce second- 
ary changes in the skeletal system demonstrable in 
the roentgenograms. The literature on this subject 
is reviewed. Characteristic roentgen findings are de- 
scribed in twenty-one cases of erythroblastic anemia. 
The earliest lesion of the skull was found to be a thick- 
ening of the lower frontal squamosa. This gradually 
increased and extended backward. Radial striations 
developed first in the anterior portion of the parietal 
bones near the sagittal suture. The earliest lesion in 
the long bones was dilatation of the medullary canals 
with simultaneous atrophy of the cortical bone and 
the cancellous bone. Reticulation appeared several 
months after the first changes were apparent. The 
late skeletal changes in a long standing severe case 
of erythroblastic anemia were osteosclerotic, and 
were due to a late increase of the cancellous bone. 
Two mild cases with a late onset presented no diag- 
nostic changes in the skeleton. 

In fifteen cases of sickle-cell anemia no significant 
roentgen changes were found in the long bones. Ten 
cases showed thickening of the calvarium similar to 
that in erythroblastic anemia. Vertical striations of 
the skull were not present in any case. In contrast 
to erythroblastic anemia, the parietal bones showed 
more marked involvement than the frontal. 

In six cases of chronic hemolytic icterus, no signifi- 
cant roentgen changes were noted in the long bones. 
Two cases showed thickening and striation of the 
calvarium similar to that of erythroblastic anemia. 
In both cases the parietal bones were more involved 
than the frontal. No roentgen or clinical signs of 
premature synostosis of the cranium were present in 
this group of six cases. 

The author includes case histories and detailed 
roentgen examinations of the twenty-one cases of 
erythroblastic anemia, and twelve illustrations of 
typical roentgenograms. Howarp L. Att, M.D. 


Buchman, J.: The Use of Staphylococcus Toxoid 
in the Treatment of Chronic Osteomyelitis. 
J. Am. M. Ass., 1937, 108: 1151. 


In view of the promising reports made the author 
hoped to immunize patients against future exacerba- 
tions of old lesions, prevent new metastatic lesions 
in bone and soft tissues, and expedite the healing of 
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existing lesions with staphylococcus toxoid. With this 
idea in mind he began in 1934 to administer the 
toxoid in a group of unselected cases of chronic 
staphylococcic osteomyelitis. This group consisted 
of thirty-eight patients ranging in age from seven to 
fifty-five years. The infecting agent in all was 
proved to be the staphylococcus aureus. 

During the course of the treatment the patients 
presenting true bone lesions were subjected to radical 
saucerization operation when the anatomical topog- 
raphy permitted. The great majority of the patients 
were subsequently treated with maggots. A few of 
them were treated with Lederle “maggot enzyme,” 
and several were treated with allantoin supplied by 
the Bureau of Entomology of the U.S. Department 
of Agriculture. Chronic skin ulcers were treated 
with live steam, cod-liver-oil ointment as described 
by Loehr, or with injections of allergic serums 
according ‘to the Walzer technique. 

The author used throughout this investigation a 
commercial stock of Lederle polyvalent staphylo- 
coccus toxoid consisting of two dilutions: Dilution 
I contained roo units per cubic centimeter, and 
Dilution 2 contained 1,000 units per cubic centi- 
meter. The manufacturer described the “unit” of 
staphylococcus toxoid as “the toxoid obtained from 
a dermonecrotizing unit of toxin (the least amount 
of toxin which on intradermal injection in a sus- 
ceptible rabbit will produce an erythema with a 
central necrosis at least 5 by 5 mm. in diameter’) 
An average of 17.9 injections was given to each 
patient over forty-five days. The minimum number 
of doses was five, while the maximum was thirty. 
The minimum duration of the toxoid therapy in 
any case was twenty-two days, while the maximum 
was one hundred and thirty days. The average total 
number of units administered was 10,515. Three 
patients received less than 1,000 units, and the 
maximum total dosage in any case was 24,300 units. 

An initial anti hemolysin titration was done in 
each case prior to the beginning of toxoid therapy, 
and from two to nine titrations were done during 
and after the course of treatment. The average 
number of titrations for each patient was five. 

The author found a definite rise in the titer in all 
of the thirty-eight cases following the administration 
of staphylococcus toxoid. In every instance the 
number of injections necessary to raise the titer of 
the serums to their maximum was greater than has 
been reported by others. The maximum titer ob- 
tained in the serums of two patients was 28.8 inter- 
national units. This represented an increase of 4.5 
and 7 times the initial titers. 

In eighteen of the author’s thirty-eight cases new 
lesions developed during or soon after the course of 
toxoid injections. Two of the patients required 
resaucerization of their affected bones. In one of 
these this procedure had to be done when the 
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patient’s antihemolysin titer was near its maximum 
level of 28.8 international units. One patient, with 
a persistent sinus which could not be opened wide 
because of anatomical considerations, developed an 
extensive and long-lasting pyodermia and several 
extensive phagedenic ulcers on the affected as well 
as on the opposite limb, notwithstanding that he 
received 24,300 units of toxoid and that his anti- 
hemolysin titer had increased sixfold. In a patient 
presenting multiple soft-tissue and bone abscesses 
involving practically every part of the body, many 
new foci developed, notwithstanding the adminis- 
tration of 21,300 units of toxoid and a fivefold in- 
crease in the antihemolysin titer. The toxoid did 
not prevent amputation in the middle of the thigh 
for a postoperative staphylococcic infection of a 
knee following arthrodesis for tuberculosis, even 
though the antihemolysin titer had risen to four 
times the original titer. Subsequently the titer 
rose sixteenfold; but the healing of the stump was 
delayed over a period of three months because of a 
persistently stubborn infection of the operative 
wound. The new lesions in most of the other cases 
consisted of local abscesses, several of which occurred 
in instances in which there was no evident active 
lesion at the time of onset of toxoid therapy. Ero- 
sions of epithelium in healed cases of osteomyelitis 
were to all appearances not influenced by the action 
of toxoid. 

The author operated on a series of about 150 
patients, who were submitted to maggot therapy. 
The only two postoperative mortalities sustained 
in this series occurred in individuals who were under 
toxoid therapy. These instances are mentioned to 
indicate the inadequacy of the toxoid to modify the 
course of these patients for the better. 

Further studies reveal that the original titer had 
no relationship whatever with the severity of mild- 
ness of the local lesion. In addition, the serological 
response was not in any way related to the clinical 
progress of the case. 

In a discussion of the author’s observations it is 
suggested that the disappointing results obtained 
following the administration of staphylococcus 
toxoid in chronic osteomyelitis may be attributed 
to the fact that staphylococci causing this type of 
infection are of low toxicity and of great invasive- 
ness. 

The author believes that immunization in this 
type of infection should be directed toward the 
establishment of resistance to the invasiveness of 
the organism rather than to the production of a 
purely antitoxic immunity. 

Norman C. Buttock, M.D 


Urrutia, C.: Biopsy on the Lymph Nodes in the 
Diagnosis of Osteoarticular Tuberculosis (Bio- 
psia ganglionar en el diagnostico de la tuberculosis 
osteoarticular). Rev. de ortop. y traumatol., 1937, 6: 
249. 

Urrutia reports the results of his systematic use 
of lymph-node biopsy for the diagnosis of osteo- 


articular tuberculosis. Forty-eight such biopsies 
were done in various diseases of the bones and joints 
during the past two years at the Hospital Arriar4n, 
Santiago, Chile. In the 25 proved cases of osteo- 
articular tuberculosis, the adjacent lymph nodes 
were involved in 23 (88 per cent). Only a micro- 
scopic examination was made. A table is given of 
the comparative results in these cases of lymph-node 
biopsy with other diagnostic procedures, such as the 
von Pirquet and Mantoux tests, radiological exami- 
nation of the chest and the osteoarticular lesion, 
cultures from pus when present, and biopsy on the 
focus in surgically treated cases. Five other cases 
in which lymph-node biopsy contributed greatly to 
the clearing up of a difficult differential diagnosis be- 
tween tuberculosis and other conditions are pre- 
sented in detail. 

The author’s conclusion is that among the 
methods for diagnosing bone and joint tuberculosis 
with certainty lymph-node biopsy ranks first and 
cultivation of the bacillus second, with biopsy on the 
focus itself reserved for the surgically treated cases. 
Lymph-node biopsy is an indispensable method, 
although subject to a certain percentage of error. It 
is especially valuable for early diagnosis. Usually, 
cultures are positive only when pus is present. In 
choosing the node for excision, meticulous palpation 
is essential, as the most involved node does not 
always occupy the same situation. Lesions of the 
hip give the most uncertain results, and in cases of 
this kind it is advisable to excise both an inguinal 
and an iliac node. In one of the author’s cases 
fistulization of a cold abscess occurred through the 
biopsy incision, and in two other cases there were 
tuberculous granulations, but these complications 
were not serious. M. E. Morse, M.D. 


Roberts, R. E.: Some Observations on Osteochon- 
dromas, Chondromas, and Cystic Diseases of 
Bone. Brit. J. Radiol., 1937, 10: 196. 


The nature of osteochondromas, chondromas, and 
cystic diseases of bone has long interested anatomists 
and pathologists. In this article the roentgenological 
findings are interpreted in the light of such facts and 
theories as are available, an attempt being made to 
correlate the roentgen-ray appearance of these con- 
ditions with their underlying pathology. 

Osteochondromas consist of varying proportions 
of bone and cartilage which may arise in connection 
with any portion of bone or cartilage or, occasionally, 
fibrous tissue. Attention is concentrated on types of 
osteochondroma associated with the diaphyseal 
cartilage of bones, namely, the so-called “single 
exostosis,’ and the condition which has commonly 
been known as “multiple exostoses,” but which in 
the future will probably be termed more correctly 
“diaphyseal aclasis” or “hereditary deforming 
chondrodysplasia.” 

The condition known as single exostosis is a be- 
nign osteochondroma found growing near the ends of 
a long bone. Clinically it may give rise to pain, but 
unless it has been fractured the pain is usually due 
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to pressure on overlying soft tissues, inflammation 
of the overlying bursa, or to superimposed malignant 
changes in the tumor. Roentgenologically these 
tumors appear as either sessile or pedunculated out- 
growths from the bones, the ends being almost in- 
variably bigger and broader than their shafts. The 
free end of the exostosis is capped by cartilage which, 
though normally invisible in the roentgenogram, is 
of great importance. Owing to the paucity of patho- 
logical data, views expressed as to the origin of these 
tumors are based on theory, the most reasonable ex- 
planation being that in the process of growth a por- 
tion from the edge of the metaphyseal cartilage 
becomes detached and displaced on to the surface of 
the shaft, and this fragment continues to grow inde- 
pendently. Unless malignancy supervenes growth 
normally ceases at the same time as metaphyseal 
growth in the parent bone ceases and the cartilagi- 
nous cap becomes ossified. The theory advanced by 
Keith and supported by Hume to account for the 
formation of “multiple exostoses” is equally appli- 
cable in a more localized way to the “single exos- 
tosis.” 

The condition variously known as “multiple ex- 
ostoses,” ‘‘diaphyseal aclasis,” or “hereditary de- 
forming chondrodysplasia” is a disorder of growth 
which is hereditary and which may affect several 
individuals of the same family. It affects only bones 
laid down in cartilage which have become covered by 
periosteal bone, such as the long bones or the scap- 
ula. The condition usually becomes manifest during 
the period of active growth. Palpable tumors of 
varying sizes are usually found in the affected parts, 
and pain and dysfunction may result from pressure 
of the growth. This pressure may be so great as to 
cause paraplegia, local paralysis, or even an aneu- 
rysm. Local exacerbation of symptoms in patients 
over thirty years of age may be the first indication of 
malignant developments. 

The more common clinical features are a shorten- 
ing of stature with bowing of the forearms and legs, 
usually roughly symmetrical, and sometimes de- 
formity of the phalanges. Roentgenologically, the 
metaphyseal ends of the bones are broadened and 
their internal structure is grossly changed. Multiple 
osteochondromas, usually with broad bases and 
pointed tips, are found. The cortex is thin and the 
medullary spaces wide, irregular, and translucent. 
The bones of the forearm and lower leg are bent, the 
ulna and fibula are usually shortened, and subluxa- 
tions at the wrist, elbow, and ankle are frequently 
present. The epiphyseal axis is often distorted. 
When the osteochondromas protrude between adja- 
cent bones, one or another of these bones may show 
absorption from erosion, or local fusion may occur. 

Chondromas are cartilaginous growths occurring 
usually between the ages of twenty and thirty years, 
and may be either single or multiple. The single 
chondroma is a benign tumor occurring most fre- 
quently in the phalanges of the hand or foot, in a rib 
near the costal cartilage, in the sternum, pelvic 
bones, scapula, occasionally in the spine, and rarely 


in the skull and long bones. If the chondroma has 
arisen in the central portion of the affected bone it 
appears roentgenologically as a well defined translu- 
cent area surrounded by a bony capsule; if the chon- 
droma is large the cortex may be thinned and 
expanded and trabeculation may be present in the 
translucent area. If it arises in the cortical bone, the 
latter is destroyed so as to present a depression in its 
surface, while the more superficial aspect of the 
tumor is seen as a round faint shadow protruding 
into the soft tissues and deforming the outline of the 
affected part. Whenever the growth has perforated 
the surface of the bone or penetrated into the soft 
tissues, relics of the original cortical covering are 
seen as bony flakes of varying sizes on the periphery 
of the growth. Pathological fractures are seen fre- 
quently, particularly if myxomatous degeneration 
has taken place in the chondroma. 

Multiple chondromas have the same anatomical 
distribution as single chondromas, but they may also 
be found in the long bones. Because of their occur- 
rence near the epiphyseal lines of the long bones, 
considerable confusion has arisen regarding the re- 
lationship of multiple exostoses and multiple chon- 
dromas. Cases in which both coexist are not infre- 
quently seen. 

From a correlation of the pathological, clinical, 
and roentgenological features, the following is pre- 
sented by the author as a reasonable roentgenological 
classification of bone cysts: (1) simple cysts, such as 
solitary bone cysts, multiple cysts, and multilocular 
cysts; (2) fibrosis of bone; (3) cysts in generalized 
diseases, such as hyperparathyroidism, osteitis de- 
formans, osteomalacia, xanthomatosis, Gaucher’s 
disease, osteogenesis imperfecta; (4) myxochondro- 
matous cysts; (5) traumatic cysts, e.g., in carpal 
scaphoid; (6) infective cysts, e.g., dental; (7) devel- 
opmental cysts, e.g., dentigerous; (8) arthritic cysts; 
(9) hydatid cysts; and (10) fibromatous cysts, or 
“chronic fibrous osteomyelitis.”” The roentgenologi- 
cal appearance of each of these conditions is dis- 
cussed in detail. Rupotpu S. Reicu, M.D. 


De Orsay, R. H., Mecray, P. M., and Ferguson, 
L. K.: The Pathology and Treatment of Gan- 
glion. Am. J. Surg., 1937, 36: 313. 


A ganglion may be defined as a cystic benign 
tumor, filled with a mucoid material, usually sur- 
rounded by a thin wall, and occurring in the region 
of the capsule and connective tissue of joints and 
tendon sheaths. These tumors usually occur in the 
second, third, and fourth decades of life, in patients 
who are generally of slight build. The fact that the 
greatest number occur in early active life, when 
trauma is most likely, suggests that trauma may 
have a definite bearing on the cause. In the authors’ 
series of fifty cases, nineteen patients definitely 
gave trauma as the cause; twenty-nine were unable 
to name any specific cause. Only two were certain 
that trauma had not occurred. The majority of the 
patients reporting trauma stated that it was asso- 
ciated with a twisting motion. 
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In the authors’ experience the excised ganglia 
have varied in size from a tiny globule, 0.5 cm. in 
diameter, to a mass which measured 6 by 3 by 2.5 
cm. They may be solid, or show various degrees of 
cyst formation. If multiloculated, the loculi may 
be of approximately the same size or there may be 
one large and several smaller loculi. The contents 
are usually colorless. The consistency varies; rarely 
it may be fluid, but more commonly it has the vis- 
cosity of glairy mucus. : 

The authors have been able to confirm King’s idea 
that these masses appear first as a solid tumor with 
later formation of longer cysts caused by the dis- 
appearance of the intercystic septa. 

Staining methods show that the contents of 
ganglia are myxoid rather than mucinous; and there- 
fore the process is one of degeneration of collagen 
fibers rather than secretion of connective-tissue 
cells as suggested by King. 

The most prominent symptom is the presence of 
a mass. Pain is variable and is dull in character. 

Depending on their content, ganglia may be 
tense and firm to palpation or soft and fluctuant. 
They may be of bony hardness when the wall is 
thick and the contents a semisolid gel; or they may 
be fluctuant, especially when multilocular. They 
are usually attached to the deeper underlying 
structures and may be felt to move on motion of 
the neighboring joint or with the involved tendon 
sheath. 

The ganglia are treated for three reasons: (1) 
to remove the unsightly mass; (2) for relief of the 
feeling of weakness often noted in the part in which 
the ganglion is present; and (3) for relief of the pain 
or soreness which frequently accompanies the 
ganglion. 

Three methods of treatment are used by the 
authors; they are rupture, aspiration, and excision. 

Rupture with dispersion of the contents of the 
ganglion has been regarded as the most conservative 
method of treatment. The rupture is accomplished 
by striking the ganglion sharply with a heavy 
object, usually a book. This method is applicable 
only to ganglia which may be made prominent, such 
as those on the dorsum of the wrist. No anesthesia 
is required. After the ganglion is ruptured the area 
is massaged so that the gelatinous contents may be 
dispersed and absorbed in the surrounding sub- 
cutaneous tissues. This form of treatment was 
carried out by the authors with the knowledge that 
recurrence may take place, but since a cure was 
obtainable by simple rupture in at least one-half of 
the cases, it seemed that this conservative treatment 
was worth at least one trial. 

Treatment by aspiration of the ganglionic con- 
tents has been disappointing. In many cases the 
content was of such a firm jelly-like consistency 
that aspiration was unsuccessful. In other cases the 
multilocular character of the ganglion made it 
difficult to be certain that the contents were entirely 
evacuated even though some of the gelatinous 
material could be removed. 
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The most successful treatment in the authors’ 
hands has been careful dissection and excision of the 
ganglion. A tourniquet was used, when it was 
possible to produce a bloodless field. The operation 
could be performed under local infiltration anes- 
thesia. The ganglion was separated from the sur- 
rounding tissue by blunt and sharp dissection. The 
authors felt that it was wise to excise a fairly gen- 
erous amount of the surrounding tissue at its base, 
as they believed this to be the best insurance against 
recurrence. 

If the capsule of the joint or a tendon sheath was 
opened, it was carefully closed with interrupted 
sutures of fine catgut or silk. A firm compression 
bandage was applied and the part splinted when 
possible. 

The authors obtained a cure in 83.3 per cent of the 
cases by this type of therapy. 

Norman C. Buttock, M.D. 


Navratil, E., and Kramer, A.: Endometriosis in the 
Arm Musculature (Endometriose in der Arm- 
muskulatur). Klin. Wehnschr., 1936, 2: 1765. — 


For a half year, without any previous injury or 
over-exertion,’ the authors’ patient suffered slight 
dull pains in the outer part of the right elbow joint. 
These lasted several days and occurred regularly 
during the menses. Simultaneously with menstrua- 
tion the affected arm was 1.5 cm. greater in circum- 
ference than the normal arm. During extension a 
slight mass became visible at the level of the radial 
head. There were no signs of inflammation. In the 
musculature there was found a mass the size of a 
pigeon egg, which was somewhat movable, painful 
to touch, had no sharp demarcation, and pitted on 
pressure. The elbow joint was not involved, except 
for a slight extensor defect and moderate pain during 
maximal extension. During the intermenstrual 
period the size of the tumor decreased by half. It 
felt coarse but was not so painful to touch. The 
elbow joint was entirely normal. The dependence 
upon menstruation of the pain, the increase in size, 
and the other changes in the mass was established 
by the administration of luteal hormone which 
postponed the menses nine days. The roentgeno- 
gram showed a shadow of the soft parts at the site 
described. The bones and joints were not patho- 
logically altered. The tumor was excised. Histo- 
logical study revealed an endometrioid fungoid mass 
at quite a distance from the blood and lymph vessels 
with well preserved transverse striations of the 
musculature at its margin. The diagnosis was 
ectopic endometriosis. No discomfort was experi- 
enced after the excision of the tumor. 

The authors then discussed minutely the differ- 
ential diagnosis which involved intermittent tuber- 
cular joint hydrops dependent upon ovarian cycles, 
joint neuralgias appearing during menstruation, 
myoglia, neurofibroma, joint ganglion, and lym- 
phoma. Next they discussed the cases reported to 
date and especially their causes. The genesis of the 
ectopic endometriosis described may be explained 





SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


as conforming with the perivascular theory of 

Halban. This case should be observed for a long 

time in the hope of fully establishing its origin. 
(SIEGFRIED STELZER). Marutas J. Setrert, M.D. 


Mouchet, A. and Rouvillois, H.: Absorption of the 
Pelvic Bones of Undetermined Origin (Osté- 
olyse du bassin d’origine indéterminée). Mém. 1’ Acad. 
de chir., Par., 1936, 63: 277. 


In May, 1912, a girl twelve years of age fell on her 
left hip while jumping a rope and felt a rather sharp 
pain. She resumed her activities in an hour but 
dragged her left leg somewhat. She then remem- 
bered that she had had mild pain in the left buttock, 
thigh, and calf before the accident. In July she had 
another fall following which she stayed in bed for 
three days. In October she had a quite decided limp 
in the left leg and slight muscle atrophy in the same 
leg. Roentgen-ray examination showed an absorp- 
tion or ‘“‘melted away”’ appearance of the left pubis 
and ischium, the acetabulum being much enlarged 
and the misshaped head of the femur displaced 
inward. There was no fever and the general health 
was excellent. 

The hip was immobilized for about a year, after 
which the patient was allowed to be up on crutches. 
In December, 1913, the left leg was very much 
shortened. Blood and urine examination were nega- 
tive. Consultants were puzzled. One of them made 
a diagnosis of ‘‘congenital arrested development of 
the pelvis.”” By the middle of 1915 the patient was 
walking with a cane but the left limb was becoming 
more and more defective, and the femoral head pene- 
trated into the pelvis. The hip was flexed partially 
and the knee was in valgus. On palpation, the nor- 
mal resistance and solidity of the ischium and pubis 
could not be felt on the left side. All motions in the 
hip were sharply limited. In 1932 roentgen-ray ex- 
amination showed a very slight reconstruction of 
the left pubis and ischium; the acetabulum, how- 
ever, had completely disappeared and the trochanter 
rested against the roof of its remains. 

Another case, similar to the above, was that of a 
young man who had complete absorption of the 
metacarpals of the left hand, partial absorption of 
the carpal bones and of the phalanges of the index 
finger. Although the hand lacked rigidity, it had 
fairly good function. 

A case somewhat similar was reported by Simpson 
in 1937. The patient was a girl who injured her foot 
in a fall. The original roentgen-ray examination 
showed nothing abnormal, but nearly a year later, 
because of persistent symptoms, another roentgeno- 
gram was taken. It showed extreme decalcification 
and fracture of the fifth metatarsal, and partial de- 
calcification of the third and fourth metatarsals, the 
cuneiforms, and the scaphoid. The blood calcium 
was normal. A biopsy showed fibrous degeneration 
of the bone structure. This condition progressed 
until about ten years later when the absorption of 
the third, fourth, and fifth metatarsals was complete 
and the lesion had spread to all the other bones of 


the foot. In spite of all this, the foot retained fairly 
good function, the patient being able to dance and 
play golf. 

In none of these cases was the progress of absorp- 
tion influenced by immobilization, endocrine therapy, 
and sympathectomy. Even after ten years there is 
no assurance that the absorption will not continue. 

Wa. ARTHUR CLARK, M.D. 


Leveuf, J. and Bertrand, P.: Arthrography in Con- 
genital Dislocation of the Hip (L’Arthrographie 
dans la Luxation Congénitale de la Hanche). Presse 
méd., Par., 1937, 45: 437- 

In spite of the publication of encouraging results, 
arthrography has not yet been generally accepted 
in France. In congenital dislocation of the hip it 
seems that it should give us valuable information 
regarding the shape of the capsule. In a true dis- 
location the capsule is in two parts, the cephalic 
chamber and the acetabular chamber, which are 
separated by an isthmus. In the cephalic portion 
the capsule may be as much as 1 cm. in thickness. 
The acetabular part is often adherent to the articu- 
lar surface, giving the impression that the acetabu- 
lum is filled up. Arthrography may show such 
adhesions and may be the deciding factor in the 
determination whether an open reduction should be 
done, or it may show the reason for failure after 
an attempt at closed reduction. 

Various opaque solutions or oils may be used for 
injection, or the capsule may be blown up with 
oxygen. In young children a general anesthetic is 
necessary, but in older children the injection may 
be given under a local anesthetic. An attempt at 
closed reduction may be combined with the injec- 
tion, under the same anesthetic. The opaque solu- 
tion is injected through a long needle which is in- 
serted just anterior to the greater trochanter until 
it touches the head of the femur. The amount 
which can be injected varies from 2 to 10cm. After 
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the injection the joint should be moved gently and 
a roentgenogram taken at once. If the fluid cannot 
be injected after insertion of the needle, the chances 
are that the point of the needle has penetrated the 
spongy bone of the head. On the other hand, if it 
injects too easily the needle may be outside of the 
capsule. No harm has ever come from the injections. 

A normal joint will hold only 1 or 2 cm. of the 
fluid, and the picture in such a joint will show a 
crescent-shaped opacity concentric with the head 
of the femur, its upper limit being the upper margin 
of the acetabulum and its lower limit the obturator 
foramen. 

In a dislocated hip the cephalic portion of the 
capsule will show as an opacity surrounding the 
head of the femur, and the acetabular portion as a 
much smaller opacity, the two being connected by 
a narrow isthmus of opacity. If the isthmus is 
obliterated by adhesions, as may be in old cases, 
the acetabular portion will not be filled with the 
fluid and therefore will not show in the roentgeno- 
gram. 

In two cases reported in this paper the cephalic 
and acetabular parts of the capsule communicated 
with each other. In seven cases they were separated 
only by a very narrow isthmus. In two of these 
seven cases, a reduction by the closed method had 
been tried without success. In four of them an 
open reduction has been, or will be, done without 
first traumatizing the tissues by attempting a closed 
reduction. 

Two cases showed a completely isolated cephalic 
capsule, as the fluid had not penetrated into the 
acetabular part. These occurred in older children 
with irreducible dislocations. 

In cases which have had successful closed reduc- 
tions, the roentgenogram after the injection of the 
opaque fluid shows an almost normal contour of 
the capsule cavity. 

Arthrography may thus show the degree of re- 
ducibility, the defects in an imperfect reduction, 
and the indications for an open reduction, and may 
serve as a guide in operative technique of a surgical 
reduction. Wm. ArTHUR CLARK, M.D. 


Fairbank, H. A. T.: Internal Derangement of the 
Knee in Children and Adolescents. Proc. Roy. 
Soc. Med., Lond., 1937, 30: 427. 


Fairbank presents the chief differences between a 
series of 63 cases of internal derangement of the knee 
joint in young patients and cases of this condition in 
adults. In 36 abnormal or damaged cartilages the 
external cartilage was involved 23 times, a ratio of 
1.8 to 1; in the adult cases, those of patients of 
twenty years and over, the ratio was 1 to 2.7. Of the 
23 external cartilages which were involved, 13 (56 
per cent) were considered congenitally abnormal. 
Anatomically the cases fell into three groups: 

1. Those with a discoid cartilage which shows no 
suggestion of the usual crescentic shape, but forms a 
more or less complete circular disc lying in the outer 
half of the joint. 
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2. Those with absence of the posterior half of the 
cartilage, the anterior half being abnormal in shape 
and thickness, and forming a semicircular half-disc. 

3. Those with a reversed cartilage. Although not 
abnormal in shape it was attached medially to the 
tibia instead of laterally, and the free concave border 
was directed outwards instead of inwards. The re- 
sults of complete excision of these abnormal carti- 
lages seemed to be good. Jerome G. Frnver, M.D. 


Leinati, F.: Apophyseal Dystrophy of the Os Calcis 
(La distrofia apofisaria calcaneare). Chir. d. organ 
di movimento, 1937, 22: 403. 


This article is accompanied by roentgenograms 
and a bibliography, and is based on the four cases 
which Leinati has seen during the past few years at 
the Surgical Clinic of the University of Pavia. A 
summary of the most important Continental litera- 
ture is given, and also a historical review of the 
recognition of apophysitis in various localizations 
and the consequent unification of the disease con- 
cept. The best name for the condition appears to be 
apophyseal dystrophy, as it is applicable to any site 
and is the most suitable for international compre- 
hension and bibliographical purposes. 

Although only 114 case reports of apophyseal 
dystrophy of the os calcis were collected by Wiltzer 
in 1932, it is probably relatively common. Leinati 
discusses its etiology, pathology, symptomatology, 
course, treatment, and roentgenological diagnosis. 
In contrast to the previous uncertainty, most au- 
thors now agree that the roentgenological appearances 
are closely connected with the disease if not pathog- 
nomonic, and that if they are correctly interpreted, 
the disease can be recognized and differentiated 
from other affections. In exceptional cases, children 
without symptoms may have isolated signs indicat- 
ing apophyseal dystrophy, but never the complete 
roentgen-ray picture. The roentgenological signs 
precede the clinical and persist during intermissions 
and for some time after clinical cure. Trauma or 
excessive fatigue may precipitate the pain although 
the roentgen-ray picture does not show an acute 
condition. The roentgenological changes are always 
more or less bilateral although, because of the 
trauma, the symptoms may be unilateral. 

The author’s general viewpoint is that this con- 
dition belongs to the large group of growth dystro- 
phies which, under various names and in different 
locations, have in common the age at which they 
appear, their cause, pathology, symptomatology, 
roentgenological appearance, and clinical course 
Apophyseal dystrophy of the os calcis arises exclu- 
sively in the period between the appearance of the 
second nucleus of ossification and its union with the 
rest of the bone. Its origin is not completely clarified 
because of the scarcity of histological examinations, 
but our present knowledge indicates that the disease 
is due to multiple factors, circulatory, endocrine, 
and particularly toxic and infective, which, to- 
gether with a mechanical stimulus, may cause sub- 
chondral necrosis of the spongy epiphyseal bone, 




















accompanied Jater by alterations of the metaphyseal 
cartilage and the periosteum. These lesions con- 
stitute a locus minoris resistentiae in which bacteria 
may lodge and set up an infective apophysitis, rang- 
ing from the mild type, which is indistinguishable 
except for the temperature from growth dystrophy, 
io the fatal suppurative form. The essential and 
differential characteristics of the disease are the 
patient’s age, pain localized at the insertion of the 
Achilles tendon, loss of function, the roentgenogram, 
and disappearance of the symptoms with rest. 
Phosphorus and arsenic and calcium-vitamine 
treatment are indicated. The author has had ex- 
cellent results with thyroid extract, although pluri- 
glandular therapy is preferable. In very prolonged 
or painful cases, more or less extensive removal of 
the superficial cartilage may have to be considered. 
M. E. Morsg, M.D. 
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Raiga, A. Cure, with Bacteriophage, of a Case of 
Acute Osteomyelitis Which Had Grown Worse 
in Spite of Three Successive Operations (Guéri- 
son par la phagothérapie d’une ostéomyélite aigué 
continuant a évoluer malgré trois opérations suc- 
cessives). Bull. et mém. Soc. d. chirurgiens de Par., 
1937, 29: 42. 


A boy eight and one-half years of age fell January 
25, 1935, and skinned his left knee. About a week 
later he had a fever of from 38° to 39° C and pain 
in the lower part of the right leg and in the right 
forearm. He rapidly became worse until delirium 
came on. Ten days after the injury, a surgeon made 
a diagnosis of osteomyelitis. 

At operation pus was found under the periosteum 
at the lower part of the right tibia. Trepanation 
of the cortex revealed no pus in the medullary cavity. 
Anti-staphylococcus-vaccine treatment was started. 
The second operation was done on February 7. A 
wide opening was made in the tibial cortex and the 
ankle joint opened. Thick pus was found. At the third 
operation February 24, an abscess over the side of 
the os calcis was drained. The leg was immobilized 
in a plaster cast. The temperature varied from 38° 
to 39° C. 

On March 1 the child was very pale and emaciated. 
Profuse drainage of pus continued from the wounds 
on the leg and both sides of the ankle. The distal 
end of the right radius was tender. The temperature 
was 39.3°; the pulse 125 and feeble. The hemo- 
globin was only 60 per cent; the red cells numbered 
3,200,000, and the leucocytes 10,200. The roentgen 
examination showed an irregular tibial cortex with 
a great deal of the anterior part gone; the epiphyses 
were intact, and there was an osteitis of the distal 
tibial metaphysis and of the os calcis. The general 
condition was very bad. The problem was to save 
the child’s life. Amputation was decided upon, and 
preparation for the operation was made; a blood 
transfusion was given. 
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In the meantime, irrigation of the wounds with a 
bacteriophage had been started and a slight improve- 
ment was beginning. Amputation was therefore 
postponed and the bacteriophage continued. By 
March 15 all immediate danger seemed to be over. 
The temperature did not go above 38°; the hemo- 
globin was 80 per cent, and the red-cell count was 
4,220,000. On April 8 an intravenous injection of 
5 c.cm. of a staphylococcic bacteriophage in 100 
c.cm. of normal salt solution was given. This caused 
a rise of temperature to 39.5°, but about twelve 
hours after the injection the temperature was down 
again. This confirmed the laboratory findings re- 
garding the specific action of the bacteriophage. 

The child was able to leave the hospital on June 
13 and from then on made a good recovery. By 
August 11 the wounds with the exception of a slight 
sinus over the os calcis were healed. The tibia re- 
generated to practically normal shape. 

This case illustrates three methods of treatment: 
surgery, vaccine treatment, and bacteriophage treat- 
ment. The question whether the early trepanning of 
the cortex caused infection into the medullary canal 
may be raised, but proof that it did is lacking. 
The clinical course and temperature curve indicate 
otherwise. As for the vaccination, this is a case in 
which the vaccine did not vaccinate. At the end 
of a month the clinical signs did not offer much 
hope of a cure. At this time the patient was not in 
condition to stand major surgery, especially in view 
of the syncope following the third operation. Am- 
putation was also contra-indicated by the metastatic 
infection already localized in the right radius. It 
seemed best to fight against the cause of the infec- 
tion rather than to remove the results of it. 

The author cites a case from the literature in 
which after three successive surgical interventions, 
an amputation of the leg was done to save the pa- 
tient from septicemia. This patient had one intra- 
venous injection of bacteriophage which caused an 
amelioration of symptoms. Another patient with 
septicemia from staphylococcus prostatitis made a 
rapid recovery after one such intravenous injection. 

The modification of the anti-bacterial resistance 
of a patient by ‘“‘phagothérapie” gives a chance of 
foreseeing complications and effecting a true cure. 

Wm. ARTHUR CLARK, M.D. 


Dickson, F. D.: Fascial Transplants in Paralytic 
and Other Conditions. J. Bone & Joint Surg., 
1937, 19: 405. 

Stimulated by the recent work of Lowman in 1932 
and Mayer in 1936, Dickson presents methods de- 
signed to manage paralytic deformities of the spine 
and trunk. Eight patients with paralysis of the 
quadratus lumborum, among forty-four with ab- 
dominal plastic repair, were benefited generally and 
locally by the use of a fascial transplant, which ex- 
tended from the erector spine muscles opposite the 
first lumbar spinous process, obliquely downward 
and laterally to be fixed into the crest of the ilium 
(Figure 1.) 
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Fig. 1. Fascial transplant to replace the paralyzed quad- 
ratus lumborum. 


Fascial transplants about the shoulder, for the 
purpose of stabilizing the scapula, preventing or 
minimizing deformity of the chest and the cervical 
region, and improving the function of the muscles 
of the upper extremity proved useful in two types of 
cases: (1) paralytic scoliosis with drop shoulder and 





Fig. 2 A. Fascial strip running from the spine of the 
scapula to the cervical muscles. B. Fascial strip running 
from the spine of the scapula to the spinous process of the 
first thoracic vertebra. 


Fig. 3. A. Fascial transplant from the lower vertebral 
border of the scapula to the spinal muscles. B. Fascial 
transplant from the lower vertebral border to the latissi- 
mus dorsi muscles. 


marked cervical curvature; (2) paralysis of the 
scapular muscles with asymmetry of the shoulder, 
deficient stability of the shoulder girdle, and de- 
velopment of a high thoracic curve. 

In the first type the object was to elevate the 
dropped shoulder and to provide a fixator action 
against the pull of the unparalyzed muscles on the 
convex side of the cervical curve, which was concave 
toward the side of the depressed shoulder. To ac- 
complish these two objectives two fascial strips were 
used; one was passed from the spine of the scapula 
to the cervical muscles on the concave side of the 
cervical curve; the second was passed from the spine 
of the scapula to the spinous process of the first 
thoracic vertebra (Figure 2). The procedure was 
carried out in six cases. Following operation the 
shoulder remained elevated quite satisfactorily with- 
out support, the neck pain disappeared, and there 
was a very satisfactory increase in the range of neck 
movement. Four cases were observed for three 
years, and two for two years, after operation. 

In the second type, paralysis of the scapular mus- 
cles, an attempt was made to correct the instability 
of the scapula due to weakness of the muscles run- 
ning from the spine and trunk to the scapula. To 
replace the action of the paralyzed serratus anterior 
which was most often affected, a fascial transplant 
was fastened in a slot made at the lower axillary 
border of the scapula and passed forward through a 
subcutaneous channel. The distal end was split and 
one section was laced into the lower fibers of the 
pectoralis major and the other into the anterior 
fibers of the latissimus dorsi; the fixation was made 
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with the scapula drawn forcibly toward the axilla 
and the fascial strip under strong tension. In a 
second case the deformity was due to overaction or 
unresisted action of the serratus anterior and weak- 
ness of the rhomboidei and levator scapule. Stabi- 
lization was secured by passing a fascial strip from 
a slot in the vertebral border of the scapula inward 
and slightly downward and lacing the distal end into 
the spinal muscles; a second strip was passed down- 
ward and slightly outward into the latissimus dorsi, 
into which it was anchored in like manner (Figure 
3). These transplants anchored the scapula well 
against the chest wall and prevented any lateral 
movement. The result in this case after three years 
has been restoration of practically normal use of the 
shoulder and arm, and no increase in what had been, 
previous to operation, a progressive lateral deform- 
ity of the upper thoracic spine. 
Jerome G. Finper, M.D. 


FRACTURES AND DISLOCATIONS 


Michel, L.: Obstetrical Dislocation of the Upper 
Humeral Epiphysis (Le décollement obstétrical 
de l’épiphyse supérieure de l’humérus). Rev. 
d’orthop., 1937, 24: 201. 

Most authors writing of obstetrical injuries to the 
arm and shoulder have in the past denied the possi- 
bility of dislocation of the upper humeral epiphysis 
in the newborn. Recently several reports have ap- 
peared in the French and Italian literature confirm- 
ing the opinion that this is a definite clinical condi- 
tion, which must be differentiated from other 
types of injury in that region. 

Statistics as to its frequency are unreliable because 
an incorrect diagnosis is possible even when roent- 
genograms have been made. Another confusing fac- 
tor is that displacement of the epiphysis is often 
associated with obstetrical paralysis or other injury. 
Fracture of the diaphysis is much more frequent than 
dislocation of the epiphysis. 

Dislocation of the superior humeral epiphysis may 
occur when delivery has been performed by podalic 
version or when difficulty is encountered in extrac- 
tion of the arm in considerable dystocia. The author 
discusses at some length the anatomical peculiarities 
of the shoulder, the epiphysis, and the diaphysis 
which predispose to this type of injury. 

The dislocation may be partial, or sub-periosteal, 
or complete when there is a large periosteal tear ac- 
companied by subluxation of the diaphysis. The 
partial dislocation is found mostly. 

In incomplete dislocations the arm is not used so 
that it simulates a flaccid paralysis. There is a state 
of contracture at the shoulder and the arm is fixed 
in a position of internal rotation against the trunk 
with the forearm in extreme pronation. Palpation is 
painful; abduction or external rotation is limited. 

In complete dislocations there is painful swelling 
with deformity of the upper arm. The upper end of 
the humerus is felt in an abnormal location, as in dis- 
location of the shoulder. 
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A differential diagnosis must be made from (1) 
diaphyseal fracture, (2) simple contusion, (3) ob- 
stetrical paralysis, (4) acute epiphysitis, (5) pseudo- 
paralysis of Parrot, or syphilitic osteochondritis, (6) 
congenital luxation of the shoulder, and (7) con- 
genital dystrophy of the arm and shoulder. 

Consolidation takes place in from fifteen to 
twenty days. When the displacement is not reduced 
gradual improvement in motion takes place but 
some deformity or limitation persists. 

Treatment consists of immediate reduction which 
can usually be effected by rotating the arm ex- 
ternally and fixing it in go° abduction at the shoulder 
with the elbow flexed at a right angle. 

When the displacement is internal and downward, 
the arm is fixed against the trunk using a Velpeau 
bandage in the usual manner except that a pad is 
placed between the arm and the chest and the hand 
should not be placed against the opposite shoulder. 
The splint should be left on eight days, then re- 
moved once a day for a month to care for the skin. 
It should be worn at night for several months. 

If the diagnosis has not been made during the 
first week, traction with weights must be used be- 
cause of callus formation. In neglected cases, oste- 
otomy with rotation of the humerus must be per- 
formed. Marsu W. Poor, M.D. 


Buergi, S. A Contribution to the Study of Luxa- 
tions of the Os Innominatum (Contribution 4 
l’étude des luxations de l’os coxal). J. de chir., 1937, 
49: 536. 

Unilateral luxations of the sacro-iliac joint are 
rare without disturbance of the symphysis pubis. 
Bilateral luxation is still more rare. Luxation of all 
three synchondroses may occur without fatal termi- 
nation. 

Omitting lesions of the sacral joints and the coccyx, 
and considering only the joints of the true pelvic 
ring, the author concurs in the classification of Mal- 
gaigne, except for the sixth variety, as follows: (1) 
disjunction of the symphysis pubis; (2) luxation of 
the os innominatum upward; (3) luxation of one 
sacro-iliac joint; (4) luxation of both sacro-iliac 
joints; (5) luxation of all three symphyses. The 
question whether or not a luxation of the symphysis 
pubis may occur without disturbing the sacro-iliac 
joints is still discussed. Many clinicians think this 
can happen. Westborn says that a movement of less 
than 15 mm. can take place at the symphysis with- 
out movement at the sacro-iliac joints, but a move- 
ment of from 15 to 30 mm. will cause tearing of the 
anterior sacro-iliac ligaments. A displacement of 
from 40 to 80 mm. in front will cause decided dis- 
placement behind. 

The traumatism causing these luxations is usually 
violent; for example, a fall from a horse or a high 
place, or being run over by a vehicle. However, 
luxation has been known to occur as a result of 
severe sprain or a twist of the pelvis, as occurs when 
an attempt to maintain equilibrium is made. A 
woman had a luxation when a strong wind caught 
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the umbrella she was carrying and caused her to 
exert a sudden muscle contraction to recover her 
balance. 

The position of the thighs at the time of the acci- 
dent is a factor in the mechanism. Often the thighs 
are abducted, which predisposes to a dislocation of 
the symphysis; or the patient may have been on his 
face, one hip acutely flexed, the other hyperextended 
when run over by the wheels of a vehicle. There may 
be a predisposition as in the case of a pregnant 
woman in whom all the ligaments in the pelvic ring 
are relaxed, or that of a person with both hips anky- 
losed so that abduction is impossible and the yield 
takes place at the symphysis. Miners seem to fur- 
nish a large number of cases of pelvic luxations. 

The author brings up the question whether there 
is a special mechanism which produces these luxa- 
tions in counter-distinction to fractures of the pelvis. 
Some think that anterior-posterior or longitudinal 
directions of the traumatizing force will produce the 
luxations, while a transverse force will cause frac- 
tures. An oblique or rotating direction of force is 
also more likely to result in a dislocation than a 
fracture. It is claimed by some authors that the 
luxation of the symphysis always precedes that of 
the sacro-iliac joint, but Buergi doubts this. 

Although some surgeons question the correctness 
of calling the sacro-iliac junction a joint, it must be 
admitted that it has all the anatomical character- 
istics of a joint, viz.; cartilaginous surface, synovia, 
capsule, ligaments, and a certain amount of motion. 
The symphysis pubis also has the characteristics of a 
joint, although rudimentary. The term, luxation, 
is used in the sense that the articular surfaces are not 
in normal contact, although complete contact is not 
lost. For instance, in a luxation of the entire os in- 
nominatum outward, the anterior surfaces of the 
joint lose contact while the posterior margin does 
not. A normal anatomical position of the surfaces, 
even after a severe lesion of the joint cannot be 
called a luxation. The posterior ligaments of the 
sacro-iliac junction are rarely torn. It has been said 
that these luxations occur more often on the right 
side than on the left, but in 71 cases the author found 
36 on the left and 35 on the right. 

As to the symphysis pubis, the author prefers the 
name “disjunction” rather than luxation in cases 
where there is neither displacement nor retention 
in abnormal position, even when all the ligaments are 
ruptured. 

In the majority of cases of luxation, the os in- 
nominatum is displaced upward and there is usually 
a rotation either outward and backward, or inward 
and forward. 

The patient may be in shock or perhaps uncon- 
scious, but in most cases there is no shock. The pa- 
tient cannot walk or bear weight on the affected 
side. Later there is a limp not unlike that of con- 
genital dislocation of the hip. Ecchymosis is usually 
present, and the hematoma may be so large as to 
interfere with palpation of the bones. The iliac crest 
may be raised on the affected side and the thigh is 
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often in abduction. There may be a lengthening of 
the distance from the antero-superior spine to the 
malleolus on the injured side. On palpation one may 
be able to detect a separation at the symphysis 
pubis. In rare cases there may be an abnormal mo- 
bility of the pelvic bones. Active motion in the 
neighborhood of the injury is sharply limited by 
extreme pain. 

Abrasions, lacerations, or deep wounds of the soft 
parts may occur and may result in infection and 
osteomyelitis. One case of laceration of the femoral 
blood vessels is recorded. Fractures of the rami of 
the pubis or of the sacrum may be present. Anes- 
thesia may supervene, due to lesions of the obturator 
or of the sciatic nerve. Injury to the bladder is not 
so frequent as in fractures of the pubis but there is 
often a retention of urine or hematuria. In 71 cases 
a rupture of a ureter was noted twice. 

The difficulty in diagnosis is to distinguish be- 
tween luxation and fracture. Abnormality in shape 
and mensuration suggests the former. Even crepita- 
tion may be present in luxation without fracture. 
Roentgen-ray examination will be the deciding pro- 
cedure. 

Statistics on prognosis are, in general, too favor- 
able. Fatty embolism may cause death. Othe: 
causes of death are rupture of the vessels and hemor- 
rhage, shock, rupture of a ureter, and septicemia. 
Later mortality may be due to trophic disturbances, 
intestinal obstruction, or postoperative complica- 
tions. One patient died eight months later in labor 
and instrumental delivery. In general, the mortality 
is about 9.5 per cent. Most of the patients have a 
limp for a long time. Loss of symmetry of the pelvis 
may result in obstetrical difficulties. 

In uncomplicated cases, the problem is only to 
reduce the dislocation and immobilize the hip until 
consolidation is complete. Work should be done 
primarily on the sacro-iliac joint in the manipulation 
for reduction; then if the symphysis pubis still re- 
mains separated, special attention must be given to 
it. Continuous extension is used for reduction by 
some surgeons, but the results of this method are not 
always satisfactory. Direct skeletal fixed traction on 
the illum by means of a Thomas splint may be 
effective. A tight plaster cast may be applied from 
both knees to the chest. After the cast in the mid- 
line is cut, hooks and rachets may be applied to pull 
the dislocated side down, the counter pressure being 
furnished by the opposite side. Peabody ties the 
foot of the injured side to the head of an operating 
table, then tilts the table so that the body hangs 
down, and with the patient in this position he per- 
forms the manipulative reduction. 

For maintaining the reduction the best method is 
continuous traction. Casts are not satisfactory be- 
cause the luxation may recur while the cast is being 
applied. In some cases it may be necessary to hold 
the position by operative internal fixation of the 
sacro-iliac joint. Retention of the symphysis pubis 
may require open operation, but it is wise to delay 
this procedure until the hematoma has subsided. 
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The rare cases of downward dislocation are easily 
reduced; in fact, the reduction sometimes is spon- 
taneous. Wa. ARTHUR CLARK, M.D. 


Miller, C. O.: A Contribution to the Question of 
End-Results of the Bloodless Treatment of 
Congenital Dislocation of the Hip. (Beitrag 
zur Frage der Endergebnisse der unblutig be- 
handelten angeborenen Hueftgelenksverrenkung). 
1936: Leipzig, Dissertation. 


The widely conflicting end-results of the bloodless 
treatment of congenital dislocation of the hip be- 
come Clarified in part as the periods of varying dura- 
tion which exist between reduction and follow-up 
are taken into consideration. The early good results 
may be questioned since it is possible for subluxation 
to recur, or for juvenile arthritis deformans to 
develop after several years. It is premature to 
speak of an end-result only three years after the 
beginning of treatment. Two periods of body 
growth are significant in the development of the 
reduced hip joint: earliest childhood and puberty. 
A positive result of the outcome of congenital dislo- 
cation of the hip cannot be estimated until after 
from ten to twenty years of treatment. 

In every case the best results are to be anticipated 
when treatment is begun as early as possible. In 
562 cases at the Leipzig clinic, Faber found ana- 
tomical cure in 39.9 per cent, a functionally good 
result in 55.3 per cent, and an unsatisfactory out- 
come in only 4.8 per cent. The anatomical restora- 
tion of the joint is a prerequisite for its subsequent 
development. The mobility and hereditary defect 
must be evaluated separately in each case. 

(DuNCKER). JEROME G. FINDER M.D. 


Lee, H. G.: Avulsion Fracture of the Tibial Attach- 
ments of the Crucial Ligaments. Treatment 
by Operative Reduction. J. Bone & Joint Surg., 
1937, 19: 460. 

In cases of anterior crucial ligament avulsion, 
proper reduction cannot be brought about by placing 


the leg in extension and immobilizing it in this posi- 
tion because the anterior crucial ligament is taut and 
raises the fragment from its normal bed. Operative 
excision of the broken fragments is unsatisfactory 
because it does not repair the instability of the knee 
joint. 

The author’s technique of reduction of avulsion 
fractures of this type is followed through an incision 
about 14 in. medial to the patella, the patella being 
dislocated laterally. The cartilages are examined 
and removed if damaged. Two drill holes are made 
medially to the patellar tendon and 34 in. below the 
margin of the tibia. The drill holes should emerge, 
one on each side of the fractured fragment and, if 
the fragment is large enough, a drill hole may be 
made through it transversely. A double suture is 
passed up through one drill hole in the tibia, then 
through the fragment or the anterior crucial liga- 
ment, and then down through the other hole in the 
tibia anteriorly and to the outside, where it is se- 
curely tied. The usual wound closure is carried out. 
For about six weeks the leg is immobilized with the 
aid of a posterior plaster shell, the knee being flexed 
about twenty-five degrees. At the end of this time 
physiotherapy is instituted. 

During reduction of a posterior crucial-ligament 
avulsion the patient lies on his abdomen with his leg 
extended. A longitudinal incision is made in the 
popliteal space and the gastrocnemius muscle is 
separated at its point of bifurcation. The arteries, 
veins, and nerves are retracted laterally. A suture 
is passed through the ligament proximal to the bone 
fragment and is attached to the capsular tissues, 
which procedure holds the fragment in as nearly an 
anatomical position as possible. The wound is 
closed in the usual manner. The leg is immobilized 
for four weeks with the knee slightly flexed, then 
passive motion is started. Recovery is usually com- 
plete within six weeks. 

The series of cases presented by this author is 
small, but the results are good. 

RIcHARD J. BENNETT, Jr., M.D. 
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BLOOD VESSELS 


Leishman, A. W. D.: The Clinical Diagnosis of 
Polyarteritis Nodosa. Lancet, 1937, 232: 803. 

The author presents in detail a report of four 
recent cases of the rare disease, polvarteritis nodosa, 
admitted to St. Bartholomew's Hospital, London, 
during the last three vears. Since first recognized 
seventy years ago, only about 200 cases of this 
disease have been reported. In none of these were 
the diagnoses made ante mortem. The author ob- 
serves that Rokitansky in 1852 first described this 
disease condition. The most extensive study was 
made by Gruber in 1926 based on 113 cases reviewed 
in the literature. 

Polyarteritis nodosa affects the small and medium 
sized arteries in the following order of frequency; 
those of the kidneys, heart, liver, the alimentary 
tract, mesentery, skeletal muscles, pancreas, periph- 
eral nerves, and the brain. Small gray-white nod- 
ules are seen on the affected artery. Sometimes 
aneurysms form and may rupture. Thrombosis 
may occur and the organ supplied by the affected 
vessel is usually the site of numerous infarcts. It 
seems that the earliest change is in the adventitia 
where great aggregations of polymorphonuclear 
cells, together with eosinophils and monocytes are 
seen. The media undergoes necrosis; the internal 
elastica lamina ruptures; and there is much prolifer- 
ation of the intima. 

The cause of the disease is still unknown. The 
clinical course suggests an infection, but all attempts 
to discover a specific organism have failed. The 
disease occurs three to four times more often in 
males. It most commonly affects those aged from 
ten to forty years. 

The author presents a composite clinical picture 
after reviewing the clinical findings of these four 
cases and from a survey made of 150 cases previously 
published. He insists that a more widespread 
familiarity with the clinical findings will facilitate 
the diagnosis of this disease, which was heretofore 
generally recognized only after death. He notes 
that in order of frequency, the complaints are mus- 
cular pains, fever, abdominal pains, edema, and 
general weakness. Leucocytosis of an average figure 
of from 15,000 to 20,000 per cubic millimeters, 
and occasional eosinophilia, occur. The tachycardia 
is out of proportion to the fever. Because of the 
colicky pains the abdomen had been surgically ex- 
plored in many of the patients. Anorexia is frequent; 
and bowel disorders, both constipation and diarrhea, 
may occur. Evanescent cutaneous nodules that may 
disappear within twenty-four hours are seen. The 
most characteristic lesion is a nodule varying in 
size from a millet seed to a pea, fixed in the skin but 
moving on the deeper tissues. These nodules are 
painless and occasionally are purpuric or vesicular. 


More rarely and especially in the acute forms of 
the disease a generalized skin eruption is seen. The 
basic clinical picture is that of a severe, progressive 
toxemia characterized by fever, muscular asthenia, 
loss of weight, and anemia. 

The disease is almost invariably fatal, and the 
average duration is from three to four months. No 
treatment has been found to be of any value. 

The author suggests that the possibility of poly- 
arteritis nodosa should be suspected: (1) in any 
illness characterized by severe progressive toxemia, 
fever, muscular asthenia, and loss of weight; (2) in 
any illness having the character of an infection, but 
in which there is complete failure to locate the in 
fection; and (3) in any illness in which there are un- 
usual and apparently unrelated combinations of 
signs, for example, nephritis associated with peri- 
pheral neuritis, heart failure, skin rashes, or ab- 
dominal symptoms. The diagnosis may often be 
clinched by a biopsy of the cutaneous lesions or of 
a skeletal muscle. HerBert F. Tuurston, M.D. 


Shipley, A. M., Winslow, N., and Walker, W. W.: 
Aneurysm in the Cervical Portion of the In- 
ternal Carotid Artery. Ann. Surg., 1937, 105: 673. 


The authors present an analytical study of the 
cases of aneurysm of the internal carotid artery re- 
corded in the literature between August 1, 1925, and 
July 31, 1936. To the 16 cases reported they add 2 
new ones. In addition, for the sake of completeness, 
they summarize ro in which the descriptive matter 
accompanying does not offer sufficient evidence to 
warrant a positive statement as to their actual 
character. 

Extracranial aneurysm of the internal carotid 
artery is not common, but it occurs often enough to 
be borne in mind as a cause of unilateral faucial 
swelling. Its importance lies in its propensity to 
imitate peritonsillar abscess. Mistaken for this 
condition, it has, on occasion, been lanced, with 
fatal results. The history may be of help in avoiding 
this error. With rare exceptions, the bulging in the 
lateral pharyngeal wall is accessible both to sight 
and to touch. To the touch it is soft and elastic, and 
it pulsates throughout its entire extent. Externally 
there may be no signs of the disease, or there may 
be a bogginess or a distinct lump behind the angle 
of the jaw over which a bruit may be heard. Both 
murmur and pulsation disappear when the common 
carotid artery is compressed against the vertebral 
column. Dysphagia and dyspnea are common and 
the patient may complain of tinnitus, hemicrania, 
vertigo, and weakness. Arteriography has been of 
diagnostic value in several instances. Spontaneous 
cure may occur, but the usual termination in un- 
treated cases is death from rupture of the sac into 
the patient’s mouth. Ligation of the internal 
carotid artery is the treatment of choice. If this is 
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impossible, occlusion of the common carotid artery, 
together with ligation of the external carotid artery 
between its origin and its first branch, should be 
practiced. If the external trunk is tied distal to a 
branch, the branch must be ligated also. ‘The ma- 
jority of patients should recover if the aneurysm is 
promptly recognized and treated. After ligation 
prognosis is good both as regards operative recovery 
and permanent cure. WALTER H. Nap er, M.D. 


DeTakats, G., Hick, F. K., and Coulter, J. S.: In- 
termittent Venous Hyperemia in the Treat- 
ment of Peripheral Vascular Disease. /. Am. 
M. Ass., 1937, 108: 1951. 


The authors analyze the mechanism by which 
alternating suction and pressure exert their effects 
on the course of obliterative arterial disease. They 
found that an intermittent venous stasis in the limb 
occurred under treatment. The phenomena of the 
reddening of the toes, the filling of the veins, the rise 
of surface temperature, and the increased mobility 
of the toes, all objective changes with passive vascu- 
lar exercise, can be reproduced by intermittent 
venous compression. In the study reported the au- 
thors have examined this factor, studied its physio- 
logical aspects, and appraised the results of its 
clinical use. 

Reports of earlier studies made on the effects of 
venous congestion are reviewed carefully. Venous 
congestion as produced for therapeutic purposes 
causes a relative anoxia in the tissues, followed by 
the repayment of the oxygen debt, a reactive 
hyperemia. On the other hand, while arterial oc- 
clusion may be used successfully to produce a re- 
active hyperemia, it is a procedure of questionable 
value in patients suffering from obliterative vascular 
disease, or in any instance when used with an in- 
flamed or degenerated vessel. The authors conclude 
that although reactive hyperemia after arterial oc- 
clusion produces an impressive vasodilatation and an 
increase in temperature, it just barely compensates 
for the previous asphyxia and in the presence of 
partially obstructed channels this compensation will 
not be adequate. 

After presenting their observations on intermittent 
venous hyperemia in respect to blood pressure read- 
ings, as well as the determinations of the effects on 
venous oxygen saturation, the authors discuss the 
practical application of the apparatus and the meth- 
od devised by them. Any blood-pressure apparatus 
may be used to produce intermittent venous hype- 
remia, but a wide, 8 in. cuff, conically shaped to fit 
the thigh, is preferable as the pressure is distributed 
over a large surface and the same amount of pressure 
that is painful when exerted by a narrow cuff is com- 
fortable. The amount of pressure should not exceed 
the diastolic pressure of the extremity at that level. 
[t varies between 90 and 60 mm. of mercury in an 
extremity when the toes are not edematous, cyanotic, 
ulcerated, nor gangrenous. With such conditions as 
these, a pressure of 40 mm. of mercury should not be 
exceeded at first; it may be raised gradually. The 


duration of the venous compression is determined by 
the appearance of a definite rubor; this occurs in 
from one to two minutes when pressure of from 60 
to 90 mm. of mercury is used. The duration of re- 
lease should exceed that of compression; together 
with one minute of elevation, which can be kept con- 
stant, it should last twice as long as the compression. 
While the elevation may be active, it is preferable to 
lift the limb with the help of a pulley. In the average 
case a cycle is completed in six minutes; two minutes 
of compression, three minutes of release, and one 
minute of elevation. Ordinarily thirty minutes of 
this vascular exercise in the morning and thirty 
minutes in the evening are prescribed. Should the 
exercise be painful or uncomfortable, either the 
pressure or the duration of the cycle should be ad- 
justed in order to obtain maximum bene.tt. 

In their evaluation of the results of this form of 
treatment the authors have selected ten patients 
from a large group. Although fully conscious of the 
difficulties in evaluating the effects of any form of 
therapy in peripheral vascular diseases from 
their past experience with treatment of definite 
types, the authors regard intermittent venous hy- 
peremia as a valuable adjunct, an exercise for the 
home, which can be carried out over a period of 
months with very little expense and loss of time to 
the patient. The effect on the mental outlook of the 
patient should not be overlooked, especially in pa- 
tients requiring hospitalization for the treatment of 
their vascular diseases. In addition to enhancing the 
mental outlook, the home treatment provides in 
active form the type of exercise which, unless the 
reserve capacity of the vascular bed is completely 
exhausted, opens, fills, and stretches the veno- 
capillary bed, and dilates it as far as it will dilate. 
All the contra-indications to the treatment by suc- 
tion and pressure that exist are to be observed in 
treating patients with intermittent venous hy- 
peremia. HERBERT F. Tuurston, M.D. 


Riddell, V. H.: Peripheral Embolectomy. Proc. Roy. 
Soc. Med., Lond., 1937, 30: 684. 


The author notes that an embolus in the arterial 
tree may arise from the pulmonary veins, a vegeta- 
tion on the mitral valve, a mural thrombus in the 
left auricle, an atheromatous plaque in the first part 
of the aorta, or more rarely from one of the systemic 
veins and a patent interauricular septum. After 
being dislocated from its site of formation, the first 
place at which such an embolus may be arrested is 
at the bifurcation of the abdominal aorta. If it 
passes the aortic bifurcation, as it usually does, it is 
liable to become impacted in one of the iliac vessels. 
Much more often its progress is unhampered until 
it reaches the termination of the common femoral 
artery. The termination of the popliteal artery is 
the last common site of impaction. About 12.1 per 
cent pass into the upper extremities, and for some 
reason the left arm is more commonly involved than 
the right. The terminations of the axillary and the 
brachial arteries are the common sites of impaction. 
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When impaction occurs there is intense pain. This 
bears no exact anatomical relationship to the level 
of the obstruction. As the collateral circulation de- 
velops the pain moves distally. Impaction in the 
common femoral artery often causes severe pain in 
the knee-joint. Pain, pallor, and paralysis with ab- 
sent pulsation of the vessels below the site of im- 
paction are the classical clinical features of this 
emergency. The point where the pulsation ceases, 
as determined by palpation and auscultation, is the 
most reliable localizing sign. When emboli block the 
bifurcations or the origins of large branches of 
arteries, a propagating thrombus usually develops. 
Changes in the intima cause the embolus to adhere 
to the vessel wall, making its removal more difficult 
and increasing the probability of a recurrent throm- 
bosis after removal of the embolus. For these 
reasons the author stresses the importance of early 
diagnosis and early operation. 

The prognosis depends greatly on the time interval 
after occurrence and before operation. Secondary 
thrombosis may occur in this interval, causing dam- 
age to the intima or obstruction of the collaterals. If 
this interval is less than ten hours there is a 40 per 
cent chance of survival. After ten hours the mortal- 
ity percentage mounts steeply. The second factor 
in the prognosis is the source of the embolus. If it 
develops from an organically diseased heart the 
chance of a recurrent peripheral or visceral embolism 
is always present. In most of the patients the gen- 
eral condition is not suited to any sort of operation. 
The site of impaction is a third factor in the prog- 
nosis. If the embolism is at the bifurcation of the 
aorta the prognosis is bad, whereas if it is in the 
common femoral artery the prognosis is better. A 
fourth factor is associated arterial disease, as the 
vessels of the collateral circulation may have to 
bear the strain of the blood redirected from the 
main stream. Another factor in prognosis is the 
accessibility of the vessel, for example, the common 
iliac or the femoral arteries are easily accessible in 
the lower extremities. The prognosis of embolism 
in the upper extremity is better than that of em- 
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bolism in the lower extremity, probably because of 
the freer collateral circulation around the shoulder 
and elbow joints. 

If possible all operations for embolectomy should 
be done under local anesthesia. The co-operation of 
the patient by a voluntary statement from him re 
garding the improvement following the embolectomy 
constitutes the only reliable evidence that all ob 
struction has been relieved. These patients are 
usually quite unsuited to any form of genera! 
anesthesia. The author is of the opinion that if the 
time interval is short it is worth while to avoid 
arteriotomy and try to clear the main channel in 
stead, by displacing the clot by extra-arterial mas 
sage into a subsidiary branch. If the clot is adherent 
it will be impossible to remove it by this procedure 
Another factor which influences the treatment is the 
ease of access. If possible, a direct embolectomy at 
the site of impaction should be done; if this is 
difficult, an indirect embolectomy may be preferred, 
and the arteriotomy wound is made at an accessibk 
point distal to the obstruction. 

The author describes a classical enbdcuy at 
the bifurcation of the femoral artery. While the 
operation is in progress, the wound is kept saturated 
in 2 per cent sodium citrate. If the repair by 
suturing narrows the lumen of the vessels after em- 
bolectomy of a small artery, such as the brachial, 
the author advocates the ligation of the artery to 
make certain that the collateral circulation will re- 
main free from subsequent blocking by thrombosis. 

The writer concludes by stating that embolectomy 
is certainly worth doing. There is a 40 per cent 
chance of survival as opposed to a go per cent cer- 
tainty of gangrene development if embolectomy is 
not done. Moreover, the collateral circulation is 
reestablished by removing the dangerous secondary 
extensions of the clot. ‘he intolerable pain can be 
relieved even if the limb is not saved. By limiting 
the area of the gangrene, amputation may be done 
in a lower site. Finally, the treatment should be 
as simple as possible, especially in the case of 
inaccessible emboli. Hersert F. THurston, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Fallis, L. S.: Postoperative Wound Separation: 
Review of Cases. Surgery, 1937, 1: 523. 


The writer reports a series of cases of wound dis- 
ruptions from the Henry Ford Hospital. The in- 
cidence of postoperative wound separation in 50 of 
7,903 consecutive laparotomies was 0.64 per cent. 
Of the 50 patients, 49 had secondary closures. There 
seemed to be a seasonal variation as a greater 
proportion of the cases occurred during the winter 
and spring months, at a time when respiratory dis- 
eases are more prevalent. Multiple operations had 
been performed in 73.5 per cent of the cases. In 
55 per cent the operation lasted one and a half hours 
or longer. Stay sutures of silk-worm gut, or silver 
wire were used in 36.5 per cent. 

The clinical picture in the non-infected cases 
suggested an allergic reaction. The mortality fol- 
lowing secondary closure was 34 per cent. 

Joun H. Gartock, M.D. 


Iglauer, S.: Pulmonary Collapse Following Ton- 
sillectomy under Local Anesthesia: Report of 
a Case. Arch. Otolaryngol., 1937, 25: 382. 


The author reports a case of pulmonary collapse 
following tonsillectomy under local anesthesia, and 
comments upon the great rarity of this condition. 
He states that the operation proceeded in a normal 
manner. 

Morphine and atropine were administered prior to 
operation, and codeine and acetylsalicylic acid some 
hours later. The author believes that these drugs, 
together with the painful throat, may have inhibited 
the cough reflex and favored the inspiration of blood 
or saliva. However, no blood was found in the 
bronchi at bronchoscopy. After investigating all the 
factors connected with this case, he was unable to 
determine the cause of the atelectasis. 

Finally, the author raises the question of a pos- 
sible relationship between atelectasis and_post- 
tonsillectomy pulmonary abscess. 

Joun H. Gartock, M.D. 


Bracci, U.: The Frequency and Importance of Some 
Postoperative Humoral Variations (Su la fre- 
quenza e l’importanza di alcune variazioni umorali 
a Policlin., Rome, 1937, 44: sez. 
chir. 181. 


In reviewing the literature Bracci found that 
during the last few years the biochemical and 
humoral study of the surgical patient in the post- 
operative state has gained considerable significance. 
Many theories have been advanced concerning the 
cause and pathogenesis of postoperative humoral 
variations, especially with reference to the variations 
in nitrogen and chloride metabolism. 


The author studied personally a large number of 
individuals who had been operated upon and found 
that variations of the nitrogen metabolism are not 
observed constantly, but they occur in about 80 
per cent of the cases. The urea values are more 
frequently altered than the values of the total 
nitrogen. 

No parallelism exists between the variations of 
the urea nitrogen and the total nitrogen because of 
the almost constant relative increase of the urea 
fraction. The ratio of the urea nitrogen to the total 
nitrogen increases. 

The degree of variation is usually not noteworthy, 
and hyperazotemia develops only in a few cases. 
In the majority of the cases the variations are 
within physiological limits. In general, it may be 
said that a rather well defined relationship exists 
between the degree and frequency of variation and 
the type of surgical intervention. There seems to 
exist also a relationship, between the’kind of nitrog- 
enous fraction and the type of operation; but it is 
difficult to demonstrate it. For instance, in surgical 
interventions on the urinary passages an increase 
of the urea fraction has often been found, whereas 
in operations involving the biliary system the pre- 
ureic fractions are found to be increased. 

Probably the clinical symptoms observed in post- 
operative cases depend upon the passage of highly 
toxic substances into the circulation and the in- 
complete breakdown of the proteins plays the 
greatest réle in this connection. In addition, there 
are all the other biochemical and humoral varia- 
tions, of which the preceding are only a part. 

The author is of the opinion that probably the 
cause and pathogenesis of postoperative hyperazo- 
temia depend on not only one factor but a large 
number of factors, and variations occur according 
to the individual and the type of surgical inter- 
vention. 

Anesthesia must finally also be considered. It 
plays unquestionably a very important réle although 
its exact mechanism is not known. 

According to the author the postoperative varia- 
tions of the chlorides are probably not as important 
as was formerly believed; if they occur, they are 
only of secondary importance. 

RicHarp E. Soma, M.D. 


Oppolzer, R. von.: Urgency Indications in the 
Postoperative Course (Dringliche Anzeigen im 
postoperativen Verlauf). Wien. med. Wehnschr., 
1936, 2: 1401. 

It is very important that the family physician, 
who superintends the postoperative treatment, 
should recognize those disturbances in the post- 
operative course which demand emergency inter- 
vention. The critical time is in the first few hours 
or days following the operation. 
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The most alarming complication in the post- 
operative course is secondary hemorrhage. This 
danger is great in amputation of a limb when there 
is arteriosclerosis which may allow the ligatures to 
cut through the great vessels, and in cases of 
phlegmons in the region of the great vascular trunks 
where there may be erosion hemorrhage, brought on 
by the presence of drainage tubes in the vicinity of 
the vessels. The most painstaking control of the 
dressings is necessary; they-must never be covered 
but always accessible to the eye of the nurse. It is 
important that Esmarch bandages be kept near the 
patient ready for immediate use, and it is advan- 
tageous to have the group to which the patient’s 
blood belongs determined beforehand, so that blood 
transfusion can be carried out promptly should need 
arise. Following goiter operations secondary hemor- 
rhage may occur from the superior thyroid artery 
from failure of the ligature, and the bleeding may 
proceed without an external sign, the first indication 
being the formation of a hematoma in the cavity of 
the wound in the neck with consequent compression 
of the trachea. Postoperative secondary hemor- 
rhages, from whatever cause, are favored by an 
abnormal readiness to bleed, such as is found in long 
standing obstructive jaundice; in such cases pro- 
phylactic treatment with calcium or cebion is 
indicated. Postoperative hemorrhages into the 
abdominal cavity are to be recognized by the signs 
of increasing anemia; those into the stump of the 
stomach following gastric resection, by hematemesis; 
a second laparotomy is frequently necessary. 


Hematemesis occurs sometimes also from retrograde 
embolism after resections of the omentum. 
A further condition which may cause fatal inter- 


ruption of recovery from operations on the neck is 
suffocation. It is frequently produced by edema of 
the glottis, for example, after operations on the 
pharynx, base of the tongue, or on the neck, par- 
ticularly in infectious disease. In severe cases 
tracheotomy is required. The danger of suffocation 
may also arise in tracheomalacia; it is combated by 
fixation of the goiter remnants to the sternocleido- 
mastoid muscle. Progressive dyspnea can occur in 
acute tension pneumothorax after puncture injury 
to the thorax. In such cases puncture of the thorax 
may be urgently indicated. 

Complications in the region of the abdominal 
cavity not infrequently confront the physician with 
a difficult situation. Among these complications 
may be mentioned acute dilatation of the stomach, 
which in most cases occurs a few days after lapa- 
rotomy and presents a typical clinical picture. 
Occasionally this complication may follow the 
application of a plaster-of-Paris jacket. It is com- 
bated by gastric lavage and the knee-elbow position. 
Postoperative intestinal atony and paresis are 
caused by peritonitis in the majority of cases. In 
severe cases of this sort, when other measures fail, 
it may be necessary to establish an intestinal fistula. 
Postoperative colitis with soft, diarrheic stools may 
lead to severe collapse and death; it occurs after 
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extensive resections of the stomach or small in- 
testine. The best results are obtained from intra 
venous continuous drip infusion and blood trans- 
fusion. In postoperative peritonitis, which develops 
either from operative infection or from the failure of 
stomach or intestinal sutures to hold, peritonitis 
antiserum should be tried because not much can be 
expected from operative treatment. The circum 
scribed forms of postoperative peritonitis, Douglas 
abscess, or subphrenic abscess are more favorable. 
They must be opened /ege artis. Stubborn post- 
operative singultus is a distressing complication, 
which may last for days together and lead to a state 
of severe exhaustion. Postoperative mechanical 
obstruction of the intestine by kinks or adhesions 
requires immediate laparotomy. Postoperative 
urinary retention necessitates aseptic catheteriza- 
tion. If this is impossible, perhaps because of high- 
grade prostatic hypertrophy, the establishment of a 
suprapubic vesical fistula must be considered. 

If fever appears in the postoperative course, the 
first step should be to examine the operative wound 
and discover and remove abscesses or retentions if 
such are present. A menacing complication is the 
bursting open of the operative wound, such as 
sometimes happens in cachectic patients or in 
patients with carcinoma. It requires secondary 
suture. In embolism of the pulmonary artery Denk’s 
eupaverin therapy should be tried first. If it fails 
and consciousness is lost, breathing stops, and the 
pulse becomes hardly perceptible, the Trendelenburg 
operation may be tried. 

(MAXIMILIAN Hirscu). FLORENCE A. CARPENTER, 


ANESTHESIA 


Flagg, P. J.: Intratracheal Inhalation Anesthesia: 
A Review of Ten Years’ Experience, with Special 
Reference to its Field of Usefulness, Details of 
Technique, and Objections Raised Against the 
Method. Arch. Otolaryngol., 1937, 25: 405. 


Intratracheal inhalation anesthesia, popularized 
by Meltzer and Auer more than twenty-five years 
ago, presents advantages which are as desirable to- 
day as when they were introduced. The method fell 
into disfavor because of the technical difficulties pre- 
sented by insufflation. The inhalation method de- 
veloped by the author eliminates these difficulties, 
and while preserving the advantages of the original 
method has added others. Notable among these is 
the ability to provide an aseptic field for operation 
in and about the mouth, freedom from anesthetic 
vapor in the operative field, facilities for resuscita- 
tion without motor-driven apparatus, accommoda- 
tions for tracheal and bronchial suction during opera- 
tion without the intrusion of a catheter into the 
operative field, and an increase in the age range to 
include even the youngest infant. 

While the apparatus employed is of the utmost 
simplicity and practically indestructible, the light 
bulbs and Penrose tubes excepted, the utmost care 
of this equipment is essential to its successful opera- 
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tion. Details of this care and of the technique found 
satisfactory are reviewed. 

Laryngoscopy and intubation under complete re- 
laxation constitute a simple procedure. To provide 
a field permitting free intubation in every case is not 
simple. The chief difficulty is to anesthetize the 
patient. 

A safe and satisfactory routine demands the use of 
ether as an anesthetic. Some anesthetists have for- 
gotten the use of this agent, and others have never 
learned how to use it. 

Intratracheal inhalation anesthesia is specifically 
indicated in operations on the brain, eye, nose, and 
nasal accessory sinuses; in oral surgery; infections of 
the airway; harelip and cleft palate; operations about 
the neck; cosmetic operations on the face; operations 
on the lungs; and in selected abdominal operations. 

Its use in tonsillectomy should be limited to those 
patients who have accustomed themselves to the 
presence of a tube in the mouth. For such opera- 
tions, it provides a fixed and quiet field. 

Objections to the method have been raised appar- 
ently because of misinformation regarding the back- 
ground on which the instrumentation rests and the 
construction of the equipment, a misconception of 
the nature of the technique and lack of acquaintance 
with the field provided, the safety afforded and the 
relative absence of postoperative ill effects. 

An experience of ten years in the development and 
the use of intratracheal inhalation has confirmed the 
value of the procedure. It has also indicated the in- 
cidence of the difficulties to be met and the means 
of relief. 

As a mechanical convenience for reducing mortal- 
ity and morbidity in operations about the head and 
neck, there is nothing that can compare with the 
protection offered by intratracheal anesthesia. Be- 
cause of its practical value in this field and the in- 
creasing tendency of surgeons to accept tracheal 
manipulation as a matter of course, it will not be 
surprising to find the technique a routine procedure 
for general surgical intervention before many years 
have passed. Joun H. Gartock, M.D. 


Julia, A.: Anesthesia with Ethyl Bromide (Sur 
Vanesthésie au bromure d’éthyle). Anes. et. Anal., 
1937, 3: 184. 


Ethyl bromide was used as an inhalation anes- 
thetic as early as 1849, but was largely discontinued 
in 1914 and replaced by ethyl chloride, which was 
demonstrated to be superior to the ethyl bromide 
used at that time. The difficulties experienced with 
ethyl bromide have since been shown to have been 
due, not to the gas itself, but to impurities asso- 
ciated with it. It can now be obtained as a pure 
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gas, and careful pharmacodynamic studies on the 
dog have been reported by Nicloux, and Sumesnil. 
These indicate that pure ethyl bromide is a satis- 
factory anesthetic agent. The author reports a 
clinical experience with 30 patients anesthetized 
with pure ethyl bromide, using the preparation 
known as “bréthyl.” In 20 patients ethyl bromide 
alone was used for from ten to forty-five minutes. 
Ten of these patients were old or had some physio- 
logical disturbance, diabetic or pulmonary, and 1c 
were healthy. Ten other cases are reported in 
which “bréthyl”” was used for induction and the 
operation was completed under other anesthesia, or 
a mixture of anesthetics was used. 

The author concludes: 

1. The results with ethyl bromide alone are satis- 
factory. The principal advantage is the remarkable 
rapidity with which the patient goes to sleep and 
awakens. 

2. The same satisfactory results are obtained 
when ethyl bromide is combined with nitrous oxide, 
trichlorethanol, or the barbiturates. 

3. It is advantageous to use an apparatus which 
accurately measures the amount and to induce 
anesthesia with high concentrations and then drop 
to low concentration. 

4. The chief disadvantage is that caused by the 
increase in the bronchial secretion. 

Further study is in progress. 

M. M. Zrnnincer, M.D. 


Jeanneney, G., and Planques, L. B.: A Contribu- 
tion to the Study of the Action of General 
Anaesthesia with Ether on the Liver (Contribu- 
tion a l’étude de l’action de l’anesthésie générale a 
V’éther sur le foie). Anes. et Anal., 1937, 3: 165. 


The authors first review the work already pub- 
lished on this subject, which is rather contradictory. 
This report is based on a study of the biliary func- 
tion of the liver by means of the diazo reaction, and 
of the carbohydrate function by means of the galac- 
tose tolerance test in ten patients before and after 


operation under ether anesthesia. In all patients 
except one there was a rise in the bile pigment in 
the blood, beginning immediately after operation 
and reaching its maximum on the average during 
the second day, but falling below the pre-anesthetic 
level by the fifth day. In no case did the level exceed 
that of latent jaundice, the highest being 20 mgms. 
of bilirubin. The galactose test revealed no signifi- 
cant changes. 

The authors conclude that with a normal or 
slightly impaired liver ether anesthesia of from 
fifteen to sixty minutes duration causes no signifi- 
cant changes. M. M. ZINNINGER, M.D. 
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ROENTGENOLOGY 


Bullo, E.: Roentgen Stereography of the Skull (La 
roentgen-stereografia del cranio). Radiol. med., 
1937, 24: 100. 

Roentgen stereography makes it possible to give 
a spatial or plastic view of the skull and in this way 
to dissociate the shadows that are superimposed in 
the ordinary roentgenogram and make it difficult of 
interpretation. The technique of the method is dis- 
cussed in detail. It obviates many of the difficulties 
of interpretation that are encountered in the ordi- 
nary roentgenogram, particularly in the study of the 
petrous portion of the temporal bone, the mastoid 
cells, the cerebral fosse, and the maxillary sinuses. 

Recent methods of roentgen stereography give 
still better results than the older methods because 
of rotation of the skull or inclination of the tube, 
which make the central ray strike at a different 
angle. The former method is to be preferred as it 
does not require any special apparatus either for 
the taking of the roentgenograms or their reading. 
It can be carried out quickly and permits of the use 
of the Potter-Bucky diaphragm. It requires a 
certain skill on the part of the roentgenologist in 
reading the roentgenograms, which differ in some 
respects from ordinary ones. By the use of the 
oblique projection roentgenstereography acquires 
the greatest possible accuracy. As the various 
structures in the middle fossa are situated in different 
planes, each one has a certain projection which 
brings it into the greatest relief and which is the 
best adapted for its study. 

It is quite common at present in taking stereo- 
roentgenograms, particularly of the sella turcica, to 
use small films and take only a very restricted zone; 
but while the detail is greater in this way it is harder 
to get a good relief than with larger fields. The 
author is not partial to the use of these small 
formats; he prefers a larger field with a view of 
the surrounding parts. There is no particular ad- 
vantage in taking stereoroentgenograms with a long 
focal distance, which is called telestereography. 

If the clinical signs are not definite it is best to 
take an ordinary roentgenogram first and use stereo- 
roentgenography only when it is necessary to sup- 
plement the findings in the roentgenogram. 

The stereoscopic observation should be made in 
the orthoscopic or pseudoscopic projection. The 
pseudoscopic projection is indicated particularly. 
It reverses the images in Weathstone’s stereoscope. 

\uprey Goss Morcan, M.D 


Brailsford, J. F.: The Importance of Radiology in 
the Early Diagnosis of Bone Tumors. Brit. J. 
Radiol., 1937, 10: 171. 


The methods of investigation available for the 
diagnosis of bone tumors, other than radiological, 


are grouped under two headings: clinical and his- 
tological. The importance of a complete medica] 
history and details of the development of the lesion 
is stressed. Usually pain, the size of the tumor, or 
limitation of motion causes the patient to seek 
medical advice. Before the days of roentgen ex- 
amination, the discovery of a tumor causing pain 
and connected with a bone suggested the need of a 
biopsy study. This procedure is often filled with 
danger as it may cause dissemination of the tumor 
cells or may lead to an incorrect interpretation of 
the nature of the tumor. Brailsford outlines the 
development of skeletal tissues and emphasizes the 
difficulty of differentiating malignant lesions from 
those of a traumatic or inflammatory nature by 
means of histological study. 

Radiological investigation, being the youngest 
method, is often regarded with skepticism by the 
conservative. The importance of an adequate and, 
if possible, a definite interpretation of the roent- 
genogram is stressed. A correlation of all clinical, 
roentgenological, and histological findings is neces- 
sary and a positive finding by any one method 
should be regarded as the dominant factor. The 


difficulty in making an exact interpretation of roent- 
genological findings increases with the demand for 
earlier diagnoses. A study of the opposite limb for 
comparison and an examination of the lungs and 
other bones for metastasis will be indicated in certain 
All the refinements in technique available 


cases. 
should be employed. The author feels that radiology 
should be considered first in all lesions of the bones. 

The diagnosis of osteoclastoma and angioma of 
bone and their differential diagnosis are discussed 
by the author. Osteoclastoma, formerly called 
myeloid sarcoma, myeloma, and more recently 
simple giant-cell tumor, is characterized by a pre- 
dominant proliferation of multinucleated giant cells. 
This tumor may involve any bone, but the common 
sites are the juxta-epiphyseal areas at the lower end 
of the femur, the radius, and the tibia and the upper 
end of the tibia and the fibula. If the tumor is 
located in other bones such as the vertebra, the 
pelvis, or the bones of the hands and feet, the find- 
ings are not as characteristic as when it is located 
in the more common sites. The tumor is rarely dis- 
covered in an early stage because it does not cause 
any signs or symptoms until later. Most patients 
have reached the age of from twenty to thirty years 
before the tumor is recognized. Usually the epi- 
physes have fused and the tumor has caused exten- 
sive destruction of the cancellous tissue in the area 
of the epiphyseal growth cartilage. The author dis- 
agrees with such authorities as Ewing, Geschickter, 
and Copeland and believes that the tumor begins in 
the juxta-epiphyseal area of the diaphysis, rather 
than in the epiphysis. It is essentially a solvent of 
bone and there is no evidence of sclerosis. Although 
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the borders on the shaft side are not clearly defined, 
the bounds of the border of the tumor can usually be 
appreciated by the extent of the concavity in the 
bone due to the cancellous dissolution. The lesion 
may be confined to one side of the bone, but fre- 
quently the tumor destroys all of the cancellous 
tissue and fills the cortical shell. Expansion of the 
bone will then occur. The cancellous structure is 
often represented by only a few strands of bone. 
he lateral walls are gradually absorbed. The sub- 
articular bony boundary shows greater resistance and 
there may bea protective sclerosis. Periosteal irrita- 
tion is not evident. The cortex is thinned by the 
tumor. The few remaining trabeculae may be com- 
pletely absorbed, leaving an expanded cyst-like bony 
shell. Fracture of the diseased bone is not uncommon 
and deposits of calcium in the organized hemorrhage 
may occur. There may be a compression deformity 
with telescoping of the shaft into the bony shell. If 
the limb is immobilized, disuse osteoporosis will 
occur, which will have somewhat the same appear- 
ance as metastasis. 

Chondroma, angioma, simple bone cyst, multi- 
locular cysts, osteitis fibrosa cystica, metastasis, 
plasmocytoma, adamantinoma, chronic inflamma- 
tory processes, subperiosteal endothelioma, heman- 
gio-endothelioma and sarcoma are lesions which 
must be given consideration in the differential 
diagnosis. 

X-irradiation given over a long period will produce 
consolidation and alter the roentgen findings. This 
method of treatment has achieved marked success. 
Regeneration and consolidation of the damaged area 
is very slow. During the first one or two months the 
lesion appears to increase in size which should not 
cause alarm. The author advises resection as the 
best method of treatment as malignant metaplasia 
may occur after irradiation or curettage. 

The author separates angiomas into three distinct 
types because of their characteristic roentgen appear- 
ance. In one type which most commonly involves 
one or more vertebra and rarely other bones, the 
tumor invades and expands the bony structure with- 
out altering appreciably the surface contour. An- 
gioma is the most common lesion found in the 


253 


vertebra by the pathologist, and the frequency in- 
creases with age. The roentgen findings are char- 
acteristic. The involved body usually has a greater 
transverse diameter and less depth than the normal 
vertebra above or below. The bone is less dense, and 
there will be coarse but regular trabecule which 
follow the direction of the normal bone striations. 
Collapse may occur as the result of slight trauma. 
The discs are spared. The fibrous type of Paget’s 
disease must be considered in the differential diag- 
nosis. On rare occasions the long bones may be the 
site of an angioma of this type. 

The second type of angioma affecting the skull, 
ilium, scapula, clavicle, and the long bones has a 
different roentgen appearance. At the site of the 
tumor there will be seen an area of osteoporosis 
across which fine, bony trabecule radiate from the 
center. These trabecule become denser and coarser, 
and have a wavy appearance. Expansion of the bone 
occurs. The periphery of the tumor is well demar- 
cated and the periosteal border regular. Resection 
of the involved bone and the use of bone grafts is 
recommended. 

The long bones are also involved in the third type. 
The tumor occurs at the ends of the diaphysis and 
produces a soap-bubble-like expansion of the 
periphery of the bone with excavations into the 
underlying compact and cancellous tissue. The 


roentgen appearance suggests that these lesions may 
develop in a subperiosteal hematoma. Chondroma 
and osteoclastoma must be differentiated. 
Hemangiomas associated with multiple chon- 
dromas show the changes typical of multiple chon- 
dromas of the bones of the hand, but in addition they 
show dense round opacities or phleboliths which 


indicate the existence of multiple hemangiomas in 
the soft tissues of the part. Hemangio-endothelioma 
show areas of cancellous destruction which slowly 
expand the bone and ultimately present a multilocu- 
lar structure. In the later stages thick, irregular, 
bony septa bridge the walls of the expanded bone 
and prevent its collapse. Several bones may be in- 
volved. Osteitis fibrosa cystica localizata must be 
considered in the differential diagnosis. 
Ear E, Barts, M.D. 
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LOGICAL CONDITIONS 


Tuohy, E. B., and Essex, H. E.: A Comparative 
Study of the Physiological Activity of Cobefrin 
and Epinephrine. Surgery, 19037, 1: 504. 

In this comparative study of cobefrin and epineph- 
rine it has been shown that these two substances 
have many properties in common and that, for the 
most part, their physiological behavior is identical. 
There are, however, several differences which are 
noteworthy. Both substances produce similar in- 
creases in the blood pressure of test animals, with the 
exception that the activity of cobefrin generally lasts 
slightly longer than that of epinephrine. The dura- 
tion of the pressor response produced by comparable 
doses of cobefrin is midway between that of epineph- 
rine and ephedrine. Epinephrin causes a more 
marked but shorter pressor response than ephedrine. 
Cobefrin gives the same abrupt pressor response as 
epinephrine; the pressor response of cobefrin lasts 
longer than that of epinephrine, but does not last as 
long as that of ephedrine. 

The presence or absence of vagal retlexes during 
the studies of the effects of epinephrine and cobefrin 
on the blood pressure were not constant in occur- 
rence under any type of anesthesia. As a rule, 
neither substance gave evidence of a reflex vagal 
slowing with a concomitant decrease in the blood 
pressure. The advantage which a few clinical in- 
vestigators have claimed for cobefrin is that it does 
not produce reflex vagal slowing of the heart. This 
finding was substantiated. The results which were 
obtained with commercial epinephrine were com- 
parable with those obtained with cobefrin. Conse- 
quently, the use of cobefrin instead of epinephrine 
would appear to have no advantage in this respect. 
One outstanding and important difference between 
these closely allied compounds is that cobefrin is 
active when administered by mouth while epineph- 
rine is not. Herein lies the one major difference in 
the action of these two substances. 

Cobefrin was found to be just as effective as 
epinephrine in stimulating the perfused isolated 
heart of the rabbit; and the ability of cobefrin to 
cause relaxation of a rhythmically contracting 
uterus of a virgin guinea-pig or to relieve broncho- 
spasm was identical with that of epinephrine. To 
determine the site of destruction of cobefrin in the 
body, the Starling heart-lung, heart-lung-liver, and 
heart-lung-hind-limb perfusion preparations were 
employed. It was found that practically none of the 
cobefrin was inactivated in the heart-lung perfusion 
experiments, which fact coincides directly with the 
results of Elliott’s experiments with epinephrine. 
However, the heart-lung-liver and the heart-lung- 
hind-limb perfusion experiments indicated definitely 
that any large capillary bed, with the exception of 
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that of the lungs, serves as a site for the elimination 
of cobefrin. The liver is by no means as specific an 
organ for the inactivation of cobefrin as it is for the 
inactivation of nicotine or novocain. Studies on the 
blood sugar of dogs showed that epinephrine and 
cobefrin were equally potent in producing definite 
increases in the values for the blood sugar, provided 
the animals were in a proper state of nutrition. 


Robinson, L. J.: Neurological Complications Fol- 
lowing the Administration of Vaccines and 
Serums: Report of a Case of Peripheral Paral- 
ysis Following the Injection of Typhoid Vac- 
cine. New England J. Med., 1937, 210: 831. 

A case of flaccid peripheral paralysis following the 
administration of typhoid-paratyphoid A and B 
vaccine is presented. A careful elimination of other 
possible causes of the paralysis was made. It. was 
noted four days after the second injection of the 
vaccine. At that time there occurred a left foot drop, 
followed later by an atrophy and a reaction of de- 
generation. Physiotherapy was administered, and 
after three and a half months recovery was practical- 
ly complete. 

A review of similar neurological complications 
following serums and vaccines is presented, and 
their clinical pictures are described. The differential 
diagnosis demands distinction from peripheral 
paralyses caused by anterior poliomyelitis, lead 
poisoning, diabetes, alcoholism, and avitaminosis. 

The etiological mechanisms that have been in- 
voked in the past include perineural edema resulting 
from a local manifestation of a general serum re- 
action, a specific neurotoxin, and an attenuated 
virus disease. 

Physiotherapy is advocated as the treatment of 
such peripheral neurological complications as occur 
following the administration of serums or vaccines. 

SAMUEL Kann, M.D. 


Watson, A. J.: Fat Embolism: Report of a Case, 
with a Review of the Literature. Brit. J. Surg., 
1937, 24: 676. 

In the case reported a post-mortem diagnosis of 
acute cerebral fat embolism following a compound 
fracture of the tibia, was made. After the injury a 
greater degree of shock was present than could be 
accounted for by the fracture itself. The wound was 
excised, the clot removed, and the fracture reduced 
under gas-oxygen and a considerable quantity of 
ether. After twelve hours there was a little rusty 
sputum; after twenty-four hours there was precordial 
pain, slight fever, tachycardia, and rapid respiration: 
after thirty-six hours, coma; and after sixty hours. 
deep coma, Cheyne-Stokes’ respiration, and many 
small petechial hemorrhages over the neck, arms, 
and upper part of the trunk. Death occurred after 
about eighty hours. 
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A review of the literature leads to the following 
conclusions: 

Fat emboli are demonstrable in small numbers in 
about 14 per cent of all autopsies. After injury, and 
particularly after fractures, extensive fat embolism 
may be found in the lungs and in the brain; in a small 
proportion of the cases inflammatory changes are 
produced which may prove fatal. The exact mecha- 
nism of absorption is not known. The fat globules 
producing the embolism probably come from the site 
of injury, but it is possible that normal blood fat is a 
source of the emboli. The symptoms and signs of 
fat embolism fall into two main groups, pulmonary 
and systemic. The diagnosis is made largely on clini- 
cal progress and by exclusion of other complications 
of injury. The presence of fat in the urine and in the 
sputum, and the appearance of petechial, hemor- 
rhagic rash are important additional signs. ‘Treat- 
ment is unsatisfactory as no successful method of 
dislodging or breaking up the fatty globules in the 
capillaries has been found. For prevention, all writ- 
ers stress the avoidance of unnecessary handling or 
rough manipulation of the fractures in first aid as 
well as in subsequent treatment. Immobilization 
after operation on bones and fractures seems impor- 
tant. The replacement, if possible, of ether by other 
forms of anesthesia seems desirable when there is 
gross injury to the bones or fatty tissue. 

WALTER H. Napier, M.D. 


Jelke, H.: A Case of Idiopathic Tetany Treated 
with A.T. 10, with a Review of the Tetanies, 
with Special Consideration of the Pathogenesis 
and Therapy (Ein mit A.T. 10 behandelter Fall 
von idiopathischer Tetanie, samt einer Uebersicht 
ueber die Tetanien mit besonderer Hinsicht auf Path- 
ogenese und Therapie). Acta med. Scand., 1937, 
Supp. 81. 

After a short review of the symptomatology of 
tetany, the author presents a classification of this 
disease based upon its pathogenesis. The endogenic 
and exogenic factors are considered. Among the 
cases caused by endogenic factors are those in which 
parathyroid insufficiency is the most important 
etiological factor, and those in which an insufficiency 
of Vitamin D is effective through the parathyroid. 
The second main group is attributable to the differ- 
ent kinds of alkalosis of the blood plasma. Group I 
includes infantile tetany, or spasmophilia, postopera- 
tive tetany of parathyroidectomy, parathyroiditis 
due to general infections or to thyroiditis, idiopathic 
tetany, tetany of maternity, tetany of osteomalacia, 
and epidemic tetany. Group II includes true gastric 
tetany as found in pyloric stenosis and high intestinal 
obstructions, tetany in sprue and similar diseases, 
hyperventilation tetany, and tetanies due to exces- 
sive administration of bicarbonate, phosphate, so- 
dium citrate, and fluorin poisoning. 

The importance of sharp differentiation between 
the true so-called gastric tetany and the gastro- 
intestinal symptoms associated with idiopathic 
tetany is stressed. 


The cause of chronic, idiopathic tetany in adults 
is hypoparathyroidism, which is due to some hypo- 
thetical injury of the parathyroids and leads to 
marked hypocalcemia occasionally as low as 5 mg. 
per 100 c.c. Pathological investigations on this sub- 
ject are not available, but localized tumors, or tu- 
berculosis of the parathyroids, and inflammatory 
changes due to lymphadenitis have occasionally 
been reported in these glands. 

Possibly the idiopathic tetany of adults is not as 
rare as the few cases reported in the literature sug- 
gest; probably a number of cases have been over- 
looked under the diagnosis of muscular rheumatism 
and neurosis. In some of the cases gastro-intestinal 
symptoms, such as attacks of abdominal pains, 
vomiting, and possibly diarrheas, with actual ileus 
predominate; other cases show more chronic gastro- 
intestinal symptoms. The pathogenesis is an in- 
creased irritability, especially of the sympathetic 
nervous system, with resulting painful spastic con- 
ditions. Attention is called to the studies of Col- 
lazo, Resa, and Cruz on the réle of the so-called 
carotid gland in tetany of parathyroidectomy, and 
also to West’s investigations on the neuromuscular 
irritability in parathyroidectomized dogs. 

After reviewing the treatment with Vitamin D, 
various calcium preparations, acidosis-producing 
preparations, parathyroid, and thyroid prepara- 
tions, the author claims that in postoperative and 
idiopathic tetanies the administration of A.T.10, 
antitetanic remedy No. 10, has proved superior to 
all treatments with the possible exception of trans- 
plantation of the parathyroid tissue. Over 300 
cases of tetany, mostly postoperative tetany, have 
been treated with A.T.10 without one failure. After 
a few weeks the patients were asymptomatic and 
able to work. This remedy introduces a new epoch 
in the history of tetany therapy. 

In minute detail the author reports a case of 
idiopathic tetany in a woman aged fifty who suf- 
fered from attacks of painful tonic cramps for 
twenty-two years; occasionally she had spasms of 
the glottis, twice with general cramps and uncon- 
sciousness. She also had bilateral cataracts and 
secondary anemia. 

The problem of ‘‘epilepsy in tetany”’ is also dis- 
cussed in relation to this case, and the author 
concludes that the so-called genuine epilepsy is 
essentially different from tetany-epilepsy, which 
resembles more the eclamptic attacks occurring in 
infantile tetany. 

In this case the A.T.10 therapy produced a rapid 
recovery. A substitution of vitamin D and calcium 
therapy for A.T.10 resulted in failure, whereupon 
A.T.10 was used again. With a dosage of 2 ¢.cm. 
every tenth day the patient became practically 
asymptomatic. As this remedy is perfectly reliable, 
constant in effect, and harmless, with certain pre- 
cautions it may well be recommended for idiopathic 
tetany in spite of its pharmacodynamic effect, which 
theoretically varies from the effect of ideal substi- 
tution therapy. Louts Neuwett, M.D. 





256 INTERNATIONAL ABSTRACT OF SURGERY 


Weller, C. V.: Intrinsic Factors in the Etiology of 
Neoplasms. Am. J. Cancer, 1937, 30: 39. 

Since cell division and tissue growth are intrinsic 
attributes of every metazoan organism, every or- 
ganism possesses the basic intrinsic factors essential 
for neoplastic growth. 

Neoplasms, like all other disease processes, result 
from the combined action of intrinsic and extrinsic 
factors. If the extrinsic factor is sufficiently potent, 
it is conceivable that neoplasia may be induced in 
any organism, 

In addition to this universal intrinsic attribute, 
the actual occurrence, the type, and the site of 
neoplasms are determined in part by specific intrin- 
sic factors, but in varying degrees and in different 
ways for different new growths. 

There is no gene for “‘cancer’’ as a whole, or for 
“non-cancer.”’ The significance of intrinsic factors, 
the part played by genes and by extrachromosomal 
factors, and the mendelian implications, if any, must 
be worked out separately for each kind of neoplasm. 

In certain instances neoplasia develops upon 
morphological or functional abnormalities which are 
themselves intrinsic and inheritable. Some of these 
are dominant and some recessive in the mendelian 
sense, and the resulting neoplasms tend to approxi- 
mate the hereditary pattern of the lesions upon 
which they develop. SAMUEL Kaun, M.D. 


Longcope, W. T., and Pierson, J. W.: Boeck’s 
Sarcoid (Sarcoidosis). Bull. Johns Hopkins Hosp., 
Balt.,1937, 60: 223. 

Boeck’s sarcoid, or sarcoidosis, is an affection 
which in the past has been referred to quite sepa- 
rately as a disease of the skin, as an affection of the 
bones, and as a disease of the lymph nodes. It is 
only within comparatively recent years that the 
clinical manifestations have been recognized as 
different expressions of a single pathological process, 
the etiology of which still remains undetermined. 
The disease is now usually described as one that 
presents the clinical features of a chronic infectious 
granuloma, persisting often for years, sometimes 
spreading slowly from one organ or tissue of the body 
to another, frequently relapsing, seldom producing 
serious constitutional symptoms, resisting treat- 
ment, but at times healing spontaneously. It 
usually starts in early adult life; more than half of 
the 200 cases collected by Kissmeyer began before 
the thirtieth year of the patient. The progress is 
insidious until the disease produces obvious changes, 
most often in the skin, or in the lymph nodes, in the 
bones of the hands and feet, or in the lungs. - Since 
the disease is most familiar to the dermatologist, 
the vast majority of cases have been reported as 
eruptions of the skin usually affecting the face, ears, 
nose, and extremities. Involvement of other organs 
and tissues takes place regularly in association with 
the cutaneous lesions. The lymph nodes are very 
frequently enlarged, sometimes to a considerable 
degree. The enlargement may be localized or gen- 
eralized. There is no regional relationship to the 


lesions of the skin. Kissmeyer emphasizes the fre- 
quency with which the bronchial lymph nodes, the 
lungs, and the bones are affected. 

Enlarged peribronchial lymph nodes and increasec 
hilus shadows are common. In addition there ma 
be fine reticulation of the lung, usually in the lower 
lobe. The hilar shadows also extend characteris- 
tically toward the bases rather than the apices. The 
clinical features attending the pulmonary lesions 
vary considerably; but often there are no physical 
signs or symptoms even in the presence of extensive 
involvement. Radiographic shadows may gradually 
recede and disappear entirely; or they may persist 
relatively unaltered for months or years. The condi 
tion often is referred to in the literature as a “tuber- 
culide” or a benign form of disseminated tuber- 
culosis. 

The mucous membrane of the nose, the naso- 
pharnyx, the larynx, and the conjunctiva may be 
involved. Not infrequently the tonsils are affected. 
The spleen and liver may enlarge. 

The changes in the bones are remarkable. . The 
hands and feet are usually affected, and in rare in- 
stances the long bones are involved. Usually the 
fingers are irregularly enlarged, the tips are squared 
with some dorsal flexion of the last phalanx. Fairly 
often the fingers are deformed by subcutaneous nod- 
ules placed about the interphalangeal joints. The 
roentgenogram is characteristic. It discloses areas 
of rarefaction and reticulation of the medulla of the 
phalanges, but without involvement of the joints 
or periosteum. The areas of rarefaction usually 
occur as sharply defined, round, punched-out spots. 

Changes in the eye occur also. For this reason 
iritis is frequently referred to as one of the mani- 
festations of the disease. Cases with involvement of 
the conjunctiva and with iridocylitis have been 
reported. The lacrymal and parotid glands are in- 
volved at times. In addition, it seems probable 
that practically any organ or tissue in the body may 
be affected, and at autopsy the lesions have been 
found disseminated throughout the body in much 
the same manner as miliary tuberculosis. 

The pathological lesions are essentially the same 
regardless of their sites. They appear as collections 
of large pale-staining epitheloid cells, arranged in 
the form of miliary tubercles, sometimes lying as 
isolated structures in a comparatively normal tissue, 
and sometimes occurring in groups or strands. 
These collections of cells may attain such large 
proportions as to replace most of the normal tissue. 
They are not, as a rule, outlined by any inflamma- 
tory zone of lymphoid cells, and a characteristic 
feature is the absence of inflammatory reaction in 
the surrounding tissue. The absence of caseation has 
attracted the attention of almost everyone who has 
written on the subject. The appearance of the 
pathological lesion has led almost inevitably to the 
belief that the disease is tuberculosis, but this 
contention has never been proved. 

The disease rarely occurs in tuberculous families. 
The tuberculin reaction is frequently negative. 
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\cid-fast bacilli rarely, if ever, can be found in the 
lesions of the skin or lymph nodes. Experimental 
animal inoculations have failed to demonstrate that 
the disease is caused by the tubercle bacillus. In 
spite of these facts, the view prevails that it is a 
peculiar form of benign tuberculosis. 

Although the disease pursues a chronic and often 
benign course, spontaneous healing may occur. In 
many cases it lasts for years, and may recur appar- 
ently after cure has taken place. 

It is highly refractory to treatment; arsenic in 
various forms has been employed by most observers. 
Finsen ray, ultra-violet light, x-rays and radium also 
have been employed. Recently, beneficial effects 
have been reported from the use of preparations of 
chaulmoogra oil. 

The authors report in detail eight cases studied 
at the Johns Hopkins Hospital since 1923. An 
extensive bibliography is appended to the article. 

ARTHUR S. W. Tourorr, M.D. 


Weidman, F. D.: Xanthosarcoma of the Cheek 
Succeeding Xanthosarcoma of the Forearm: 
Multiple Tumors Versus Metastasis. Arch. Surg., 
1937, 34: 792. 


With xanthomatous tumor-like masses occurring 
(1) in granulation tissue, (2) in diabetic and pseudo- 
diabetic conditions, (3) with adenocarcinoma of the 
stomach, (4) with adenocarcinoma of the duodenal 
papillas, (5) with strictures of the bile ducts, (6) with 
acute pancreatitis, and (7) with hydatid cysts, the 
attention of the surgeon must be drawn to the dis- 
turbed general lipid metabolism, which occurs in 
most of the lesions just mentioned. 


In short, it is no longer sufficient to view the yel- 
low tumor of tendons and subcutaneous parts simply 
in a prognostic light; it is incumbent on the physician 
to distinguish between the yellow color due to blood 
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pigment and that due to lipoid. Lipoid coloration is 
part of a true xanthomatous change. In the case of 
the latter, a broad field of internal medicine opens 
up, which invites the cognizance of the surgeon as 
well as of the pathologist, internist, pediatrician, 
laryngologist, and ophthalmologist. 

A fatal case of xanthosarcoma is reported which 
was almost unique on account of nodules in the oral 
mucosa and deep tissues of the cheek. While there 
were some factors which pointed to metastasis from 
the lesion of the forearm, it was more likely that the 
two foci developed independently as the result of 
separate trauma or as “‘tumors of multiple origin.”’ 
Whether metastatic or pluricentric, multiple xantho- 
sarcomas must be given a guarded prognosis. Mul- 
tiple tumors may acquire a practical prognostic sig- 
nificance comparable to that of metastatic tumors. 

Reports of cases of xanthomatous tumors col- 
lected from the literature are listed. The growths in 
these cases include fibroma, neurofibroma, myxo- 
lipoma, angioma, endothelioma, and sarcoma. Even 
carcinomas may be xanthomatous. 

In general, there are numerous analogies between 
fibrosarcoma and xanthosarcoma: their relation to 
trauma, their origin in tendon sheaths and other 
fibrous structures, and their slow growth and local 
malignancy. Distant metastasis of xanthosarcomas 
appears to be unknown, contrary to recent reports 
in the literature. 

Extensive yellow coloration of sarcomas, particu- 
larly of the extremities, may be due (1) to necrosis or 
pigmentation, or (2) to xanthomatous change. 

While xanthomatous processes observed in sar- 
comas probably have no bearing on the prognosis 
and treatment, their significance in relation to the 
lipid metabolism in its widest aspect, including 
cholesterol and its esters, should not be forgotten. 

Josepu K. Narat, M.D. 
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